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Isn't this the 
picture you want to prescribe 


for your hypertensive patients? 


Nitranitol’s safe, gradual, prolonged vasodilation 
permits hypertensives to resume more normal lives. 


And ... therapeutic dosages of NITRANITOL can be maintained 
over long periods of time . . . without frequent checkups . . . without 
worry about possible toxic effects. 


Nitranitol is the universally prescribed drug in the management 
of essential hypertension. 


FOR SAFE, GRADUAL, PROLONGED VASODILATION 


. When vasodilation alone is indicated —NITRANITOL. 

. When sedation is desired—NITRANITOL with PHE- 
Another product of research by NOBARBITAL. 

. For extra protection against hazards of capillary 


¥, fragility—NITRANITOL with PHENOBARBITAL and 

SINCE 1828 — . When the threat of cardiac failure exists—NITRANITOL 
with PHENOBARBITAL and THEOPHYLLINE. 


For refractory cases of hypertension — NITRANITOL 
P.V. (Nitranitol, Phenobarbital, Veratrum Alkaloids*) 


* alkavervir 


wecctiptian 
w York CINCINNATI » St. Themes, Oni. 
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Searle Introduces Pro-Banthine* 


Smaller dosage, better taste, fewer side effects in new product 


The laboratories of G. D. Searle & Co., 
after continued research in anticholinergic 
agents, now introduce a new and improved 
drug for use in the treatment of peptic ulcer, 
intestinal hypermotility and other parasym- 
pathotonic conditions, in its recently per- 
fected Pro-Banthine. 

Because of its high potency and greater 
specificity, Pro-Banthine permits smailer 
dosage. In a dosage of one tablet (15 mg.) 


*Brand of Propantheline Bromide. Trademark of G. D. Searle & Co. 


with meals and two tablets at bedtime, mini- 
mal side effects may be expected. 
Pro-Banthine has a neural inhibiting effect 
on both the sympathetic and parasympathe- 
tic ganglia as well as an atropine-like action 
on the postganglionic nerve endings of the 
parasympathetic system. 
Provided in oral dosage form—15 mg. 
sugar-coated tablets. 
SEARLE Research in the Service of Medicine 


— Cross section of active duodenal ulcer. 35x. 


IN THE MANAGEMENT OF CONSTIPATION 


In the management of constipation bland bulk 

helps to reestablish normal elimination. Mucilose represents 

an especially well suited product because it is of vegetable origin 
and absorbs 50 times its own weight of water, forming 

a bland, non-absorbable, non-digestible, soothing gel. 


With Mucilose there is the added convenience and ease of 
adjusting the dosage form to meet the clinical need of the patient. 


Mucilose Granules Special Formula (with dextrose), 
tins of 4 oz. and 1 Ib. Pleasant tasting, crunchy granules. 


Mucilose Flakes Special Formula (with dextrose), 
tins of 4 oz. and 1 Ib. Pleasant tasting, easily 
dispersed in water or other liquids. 


Mucilose Flakes Concentrated, tins of 4 oz. and 1 |b. 
Sugar free (non-caloric), especially useful for the management of 
constipation in the diabetic and obese patient. 


Mucilose Compound Tablets, bottles of 100 and 1000. 
Mucilose with methylcellulose. Easy to swallow, convenient to carry. 


Mucilose with Cascara Granules, tins of 4 oz. 

Contain 1 grain of powdered cascara per heaping teaspoonful (5 Gm.). 
Particularly valuable during transitional treatment of the 

confirmed user of strong laxatives. 


Mucilose should be taken with 1 or 2 glasses of water. 


¥ uci ose 


BLAND BULK HYDROGEL 


WINTHROP - STEARNS wwe. new vork 18, WINDSOR, ONT. 


Mucilose, trademark reg. U.S. & Canada 
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iking lite again 


Activity restored and maintained 
on quick-acting bronchodilating powder 


Just three or four oral inhalations and the 
bronchospasm usually ends quickly. This 


quick-acting powder is administered via a handy 
smoke-it-like-a-pipe inhaler—easy to carry in pocket 
or purse. No need to leave the job, no injections, 
no bulky equipment. 


Quick-acting NorisopRInE relieves both mild 
and severe asthma.'* This sympathomimetic 
amine has a marked bronchodilating effect 

and low toxicity. Side effects are few, 
usually minor. 


Before prescribing NorisopRInE, please learn 
its full potential—and its limitations. 


Write today for literature. Abbott 
Laboratories, North Chicago, Illinois. Abbott 


(Ilsopropylarterenol Sulfate, Abbott) 


In sifter cartridges 


for use with the 
AEROHALOR.® Abbott's 1. Kaufman and Farmer (1951), Ann. Allergy, 9:89, 
Jan.-Feb. 
Powder Inhaler. 2. Swartz, H. (1950), Ann. Allergy, 8:488, July-Aug. 
3. Krasno, Grossman and Ivy (1949), J. Allergy, 
20:111, March. 
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Whenever 


androgen 
therapy 
is required... 


“When administered as 
buccal or sublingual tablets, 
methyltestosterone was 
approximately twice as potent 
per milligram as 
unesterified testosterone .. 


Liver is by-passed as with injection . . . Metandren Linguets are therapeutically 
potent because they make possible the absorption of methyltestosterone directly 
into the systemic circulation. Placed in the buccal pocket or under the tongue, they 
are absorbed efficiently. Hence the body tissues become permeated with the hormone 
before hepatic degradation can take place. Metandren Linguets are supplied in 
strengths of 5 mg. (white) and 10 mg. (yellow) both scored. 

Metandren (brand of methyltestosterone) Linguets (brand of tablets for mucosal absorption) 


*ESCAMILLA, R. F., AND GORDAN, G.S.: J. CLIN. ENDOCRINOL. 10:248, 1950. 


Ciba 
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MEMO FROM THE 


MANAGING PUBLISHER 


THERE’s an old saw that newsmen are never news. But on the 
theory that people are really interested in what goes on be- 
hind the scenes in the editing and production of GP, we’ve 
decided this month to introduce a pint-sized petite little 
miss who is responsible for the News Department in each 
issue. 

Special genie behind ‘Academy Reports and News” is 
tiny Cleo (not short for Cleopatra) Norris. Miss Norris is the 
obverse of the rule that all newshens are beak-nosed, flat- 
busted, and clad in worn gray tweeds. An orderly, organized 
person of bristling efficiency, she is nonetheless an eye-filling 
example of attractive femininity. 

Miss Norris has been around here about a year and a half, 
taking over when the department was a generalized news 
section featuring Academy reports and chapter news stories. 
She has built it into a well-rounded department which pub- 
lishes any current news that especially concerns the Academy 
and its members, or is of unusual interest to medicine gen- 
erally. None of this would have been possible, of course, 
without the magnificent help and co-operation of secretaries 
(and executive secretaries) in fifty constituent chapters, as 
well as of component chapters in large cities. They have kept 
her desk well supplied with news of chapter doings, and 
pictures of the people who are making that news. 

Editing it for the magazine is, however, not exactly a sim- 
ple and routine job. For here at GP we work two months in 
advance, and so copy must be written as if future events had 
already occurred. This calls for accuracy and imagination. 
The toughest job confronting Miss Norris each month, how- 
ever, is how to choose and boil down items from a deluge of 
material that would fill twenty times the number of pages we 
can give her each month. 

News sources are varied—the Academy supplies a goodly 
amount from its meetings and special functions; Academy 
officials and members are additional sources, as well as the 
activities of state and local chapters. The St. Louis chapter, 
for example, has been good copy, with its tuberculosis testing 
activities and its pioneer work in emergency call service. 
This department also carries important addresses of Academy 
officials and special reports of Academy activities, as well as 
official notices and announcements. 

Ferreting out general news is a heavier task, involving 
keeping up with all manner of general and medical publica- 
tions. As GP has grown, all its departments have had to 
become more and more selective in their choice of material. 
This selectivity is underscored by rising overhead costs 
which begin to necessitate cutting down of pages. We aren’t 
happy about this situation, but we’ll continue, by economy 
of writing, to see that Academy members get all pertinent 
information in this, their own magazine. 


—M.F.C. 
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You can expect these results with NEO-PENIL* 


in BRONCHOPULMONARY DISEASES: 


“‘Neo-Penil has been more satisfactory than other forms 
of systemic penicillin in the management of the acute 
episodes and chronic phases of bronchopulmonary sup- 
puration.””! 

“Our own evidence would indicate that it is a more effec- 
tive form of penicillin in patients with chronic pulmonary 
emphysema and bronchopulmonary infection.” 


‘NEO-PENIL’ IS THE NEW ANTIBIOTIC AGENT—derived from 
penicillin—WHICH GIVES HIGHER 
CONCENTRATIONS IN THE LUNG AND SPUTUM 


‘Neo-Penil’ has also been reported to give higher 
concentrations in brain tissue, spinal fluid, umbilical 
cord blood, pleural and ascitic fluids, and in red and white 
blood cells; and may also concentrate in bone marrow, 
spleen, and lymphoid tissue. Further work may demon- 
strate that ‘Neo-Penil’ is useful in treating bacterial 
infection in these tissues. 


500,000 units—single-dose vials 


Available at retail P harmacies: 3,000,000 units—Multi-Dose vials 


Full information for use accompanies each vial. 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. for penethamate hydriodide, 1. Katz, S.: GP 6:72 (Dec.) 1952. 


S.K.F. (penicillin G diethylaminoethyl ester hydriodide) 2. Segal, M.S., and Dulfano, M.J.: GP 7:57 (Jan.) 1953. 
Patent Applied For 
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1953 SIGNIFICANT EVENTS 


Interest Focused on 


Magnuson Commission 


Report in April Issue 
On General Practice 


Tax Subsidy Proposed 


In Health Bills 


Profession Suffers 
Public Castigation 


> The Magnuson Commission report continues to occupy the 
center of the stage in current medical affairs. With 
publication of the third volume of the five-—volume report 
the Commission's emphasis upon the need for federal 
intervention in medical care became clearer. Its report 
contains 104 recommendations on twenty-three subjects. As 
pointed out by the AMA Board of Trustees, at least a third 
of them call for federal appropriations. 


also much with which medicine can and must disagree. It 
could not agree, for instance, with the basic assumption 
that the people's health is a "national resource" for which 
federal government has major responsibility. 


> Next month GP will publish a special report on the 
section, as yet unpublished, containing the Commission's 
findings on general practice. Here, again, there is much 
with which most doctors would agree; also some points of 
disagreement. As yet, there is no reliable evidence to 
support the conclusion that expansion of group practice 
coupled with prepayment (a la HIP) would produce better 
medical service. Likewise, there will be objection to the 
implication that general practice and major surgery are 
mutually exclusive. But, there will be universal approval 
of the Commission's basic principle that the personal 
physician "represents the cornerstone of the proper 
organization of personal health services." 


> Truman Health Commission recommendations for federal 
grants to expand voluntary insurance have been implemented 
by Senators Hill (D.-Ala.) and Aiken (R.-Vt.) with introduc-— 
tion of $.93. Identical to the bill these authors introduced 
in the 82nd Congress, the measure would pay insurance premi- 
ums for medically indigent. The remarkable bill sponsored 
last year by a "liberal" Republican bloc headed by Senators 
Ives (R.-N.Y.) and Flanders (R.-Vt.) was also reintroduced 
on March 2. Though stressing local control, their bill would 
utilize federal subsidies with maximum aid to poorer states. 
A unique feature provides that premiums for voluntary 


insurance would vary according to subscribers' incomes. 


Dr. Charles Farrell of Rhode Island will represent the 
AAGP in a full dress hearing on the Truman Commission 
recommendations called by the National Health Council in 
New York next week. 


> In an interview published in the U.S. News for February 


20, the executive director of the American College of 


Surgeons continued his role of medicine's public castigator. 
Expressing alarm at the vast amount of unnecessary surgery, 
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3 As mentioned here in January, there is much in the report 

ae with which organized medicine can and must agree. There is 

: 


Full Schedule for 
Annual Assembly 


Here and There 
In Fewer Words 


Paul R. Hawley reported that "half of the surgery done in 
this country is done by people who aren't qualified 
surgeons. They are general practitioners." Further, he 
warned that patients should suspect ghost surgery "if your 
family physician says he is going to operate on you." 


In a public address four days later, Academy President 
R. B. Robins decried such deliberate efforts "to destroy the 
confidence of the people in their physicians." Previously, 
Hawley had admitted his remarks might undermine public 
confidence. It appears the pious hope expressed here last 
month was premature and that this ugly controversy is not 
yet settled. A repetition of such reckless statements as 
those indulged in by Hawley cannot be expected to contribute 
to the solution and may instead cause incalculable harm to 
medicine's public relations. 


On February 13, President Robins will participate pe an 
interview with “the editors of U.S. News concerning the 
program and objectives of the AAGP. 


> A full agenda waits the Congress of Delegates when it 
convenes in St. Louis on March 22. In addition to fourteen 
proposed amendments to the By-Laws, delegates will receive 
annual reports from five officers and fourteen committees. 
Thirty-four resolutions will be included in the Delegates' 
Handbook. They will be asked to act on fee-splitting, 
general practice residencies, home study courses for post- 
graduate credit, proposals to reduce the number of hospital 
staff meetings, specialty listings in telephone directories, 
establishment of an "American Board of General Practice," 
and a score of other complex questions. 


All state officers are welcome to attend the State 
Officers' Conference on Saturday, March 22. The scientific 


program opens at 1:00 p.m. on Monday, March 23, and closes 
at noon on Thursday. The annual banquet will be held on 
Wednesday evening, March 25. 


> A special session of the AMA House of Delegates has been 
called for March 15 in Washington to consider President 
Eisenhower's proposals for a new cabinet Department of 
Health and Welfare. Now that Oveta Hobby sits where Oscar 
Ewing used to, there is a strong possibility the AMA will 
modify its former stand and approve a department including 
education and social security with health. 


Congress may undertake a full investigation of social 
security before acting on the President's proposal to 
include doctors and other self-employed persons in the Old 
Age and Survivors' Insurance systen. 


Academy members should write promptly to enlist their 
Congressmen's support of H. R. 10 and 1l. These are the 
latest versions of last year's Reed—Keogh bills permitting 
tax deduction of retirement annuity payments by self- 
employed persons. President Eisenhower has endorsed the 
proposal. 


Respectfully, 


: | 
| : 
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THE WARREN-TEED PRODUCTS CO., COLUMBUS 8, OHIO 
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A record of complaints made by 100 mothers of normal newborn infants 
illustrates in striking fashion the extent to which baby’s ‘‘eating and 
digestion’ constitute a source of maternal anxiety. Of 178 complaints cited 
by Carithers,1 a total of 58 (or 33 per cent) were concerned with prob- 
lems related to feeding. 1. Carithers, H. A.: J. Pediat, 38:654 (May) 1951 


To reduce the incidence of feeding problems . . . Similac 


With Similac, as with breast milk, the action of gastric juice produces a 
fine, soft, fluid curd with zero tension, assuring rapid, easy digestion and 
a reduced incidence of digestive disorders. A constant and correct source 
of nutrition, the full, balanced Similac formula provides fat, protein and 
carbohydrate closely approximating the content of mother’s milk in quan- 
tity and quality; 50 mg. of vitamin C per reliquefied quart; vitamin By2 
and folic acid (naturally occurring, in breast-milk quantities); other vita- 
mins, and minerals in favorable proportions. 


SIMILACs 


There is no closer equivalent to the milk of healthy, well-nourished mothers. 
Supplied: Similac Powder in tins of 1 tb., with measuring cup; Similac Liquid in tins of 13 fi. oz. 
M & R Laboratories, Columbus 16, Ohio 
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Maryland. President: Harotp Piummer, M.D., P. O. Box 
95, Preston; Secretary-treasurer: NaTHaN E. NEEDLE, 
M.D., 4215 Park Heights Ave., Baltimore 


Massachusetts. President: James G. Simmons, M.D., 30 Myr- 
tle Ave., Fitchburg; Corresponding Secretary: R. 
Apetaiwe Draper, M.D., 1107 Washington St., Dor- 
chester; Treasurer: Dante, M. Rocers, M.D., 2 Cherry 
Street, Wenham 


Michigan. President: Freperick E. Lucer, M.D., 303 North 
Jefferson Ave., Saginaw; Secretary-treasurer: Russet F. 
Fenton, M.D., 15125 Grand River Ave., Detroit 27 

(Continued on page 13) 
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(IN GELATIN) 


Administered as Easily as Insulin: 
Subcutaneously or intramuscularly 
with a minimum of discomfort. 


Fewer Injections: 


One to two doses per week in many 
cases. 


Rapid Response, Prolonged Effect: 
Combines the two-fold advantage of 
sustained action over prolonged peri- 
ods of time with the quick response of 
lyophilized ACTHAR. 


Much Lower Cost: 
Recent significant reduction in price, 
and reduced frequency of injections, 
have increased the economy of ACTH 
treatment. 


In Bronchial Asthma 


—an Effective Treatment 


THE ARMOUR LABORATORIES 
A DIVISION OF ARMOUR AND COMPANY «+ CHICAGO 11, 
PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 


ACTH continues to be foremost in the 
treatment and management of intract- 
able bronchial asthma. ACTH has 
been dramatic in relieving acute 
paroxysmsof bronchial asthma; periods 
of complete freedom lasting for several 
weeks or months have been induced 
by a single course of ACTH therapy." 


In 5 patients with chronic intractable 
asthma treated with ACTH or corti- 
sone, incapacitating attacks were 
avoided and an asymptomatic state 
was restored. ACTH seemed to bring 
about more uniform results than corti- 
sone.’ long-acting preparation of 
ACTH in gelatin gave the best results 
and required the smallest dosage.’’* 


HP*ACTHAR Gel, the new repository 
ACTH, provides complete convenience 
and ease of administration in short- 
term treatment of bronchial asthma. 


(1) Bordley, J. E., et al.: Bull. Johns Hopkins Hosp. 
85: 396, 1949; (2) Rose, B., et al.: Canad. M. A. J. 62: 
6, 1950; (3) Randolph, T. G., and Rollins, J. P.: In 
Proceedings of First Clinical ACTH Conference, edited 
by J. R. Mote. Philadelphia, The Blakiston Co., 
1950, p. 479; (4) McCombs, R. P., et al.: Bull. New 
England M. Center 12: 187, 1950; (5) Baldwin, H. S., 
and DeGara, P. F.: J. Allergy 23: 15, 1952; (6) 
McCombs, R. P.: New England J. Med. 247: 1, 1952. 


*Highly Purified. ACTHAR® is The Armour Labora- 
tories Brand of Adrenocorticotropic Hormone—ACTH 
(Corticotropin) 
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(Continued from page 11) 

Minnesota. President: Cuartes C. Cooper, M.D., 322 Hamm 
Bldg., St. Paul; Secretary-treasurer: ROBERT RICHARDSON, 
M.D., 2395 University Avenue, St. Paul; Executive Secre- 
tary: James A. Brake, M.D., 15-9th Avenue, South, 
Hopkins 


Mississippi. President: Gus A. Rusu, Jr., M.D., 2208 11th 
Street, Meridian; Secretary-treasurer: Wituiam E. Lot- 
TerHOs, M.D., Box 1435, Jackson 


Missouri. President: W. KennetH Grover, M.D., South Side 
of Square, Mt. Vernon; Secretary-treasurer: P. V. 
Strcet, M.D., Bothwell, Memorial Hospital, Sedalia 


Montana. President: J. A. Murtter, M.D., 407 Montana 
Building, Lewistown; Secretary-treasurer: Rosert H. 
Leeps, M.D., Chinook 


Nebraska. President: Joun A. Brown, M.D., 402 Lincoln 
Liberty Life Bldg., Lincoln; Secretary-treasurer: W. E. 
Huncerrorb, M.D., 1904 Spencer Street, Omaha 


Nevada. President: H. E. Betnar, M.D., 1129 D St., Sparks; 
Secretary-treasurer: C. Davin Lamairp, M.D., 201-15th 
Street, Sparks 


New Hampshire. President: AurreD D. Minacuix, M.D., 
Northwood Narrows; Secretary-treasurer: Wim F. 
Putnam, M.D., Lyme 


New Jersey. President: Epwin Rosner, M.D., 814 Haddon 
Avenue, Collingswood; Secretary-treasurer: ARTHUR P. 
TrewHetta, M.D., 376 Fairmount Ave., Jersey City 


New Mexico. President: Eart Matone, M.D., 302 West 
Tilden, Roswell; Secretary-treasurer: W. D. SepGwick, 
M.D., 122 West Hadley, Las Cruces 


New York. President: Froyp C. Bratt, M.D., 833 South 
Avenue, Rochester 20; Secretary-treasurer: RayMonp S. 
McKegsy, M.D., 84 Main Street, Binghamton 


North Carolina. President: Amos N. Jounson, M.D., Garland; 
Secretary-treasurer: JoHN R. Benper, M.D., Nissen 
Building, Winston-Salem 


North Dakota. Acting Secretary: Ira D. Crarx, M.D., 
Casselton 


Ohio. President: Tuomas E. Rarpin, M.D., 2112 Arlington 
Avenue, Columbus 12; Secretary-treasurer: Eart D. 
McCatuster, M.D., 1113 Bryden Road, Columbus 5 


Oklahoma. President: E. A. McGrew, M.D., Beaver; Secre- 
tary-treasurer: WarREN B. Poote, M.D., 2025 N. W. 
12th St., Oklahoma City 


Oregon. President: Verne L. Apams, M.D., 819 Medical 
Center Bldg., Eugene; Secretary-treasurer: Rosert C. 
Knott, M.D., 832 Medical Center Bldg., Eugene 
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Pennsylvania. President: AnrHony T. Merski, M.D., 911 
East Avenue, Erie; Secretary-treasurer: Horace W. 
Esusacu, M.D., 3814 Crest Road, Drexel Hill 


Rhode Island. President: Perer C. H. Erinaxes, M.D., 
1425 Main, West Warwick; Secretary-Treasurer: RicH- 
arp J. Kraemer, M.D., 2907 Post Road, Greenwood 


South Carolina. President: H. Speisseccer, M.D., 
100 Rutledge Ave., Charleston; Secretary-treasurer: 
Horace M. Wuirwortu, M.D., 301 E. Coffee St., 
Greenville 


South Dakota. President: AkTHUR P. Repinc, M.D., Marion; 
Secretary-treasurer: JoHN A. Kirtretson, M.D., 204 Boyce- 
Greeley Bldg., Sioux Falls 


Tennessee. President: C. B. Roperts, M.D., Box 87 Sparta; 
Secretary-treasurer: D. J. Jouns, M.D., 313 Bennie- 
Dillon Bldg., Nashville 


Texas. President: Cuester U. Cattan, M.D., Box 488, Rotan; 
Secretary-treasurer: Woopson W. Harris, M.D., 1410 
Nickerson Street, Austin 


Utah. President: Eart F. Wicut, M.D., 607 Judge Building, 
Salt Lake City; Secretary-treasurer: JoHN PouLson 
Hunter, M.D., 3007 Highland Dr., Salt Lake City 


Vermont. President: Harry M. Rowe, M.D., 28 Main Street, 
Wells River; Secretary: Currorp B. Harwoop, M.D., 
Manchester Center; Treasurer: Donatp L. Basuaw, M.D., 
Wallingford 


Virginia. President: Epwarp E. Happock, M.D., 1133 W. 
Franklin, Richmond; Secretary: W. Linwoop Batt, M.D., 
714 North Boulevard, Richmond 20; Treasurer: CuirrorD 
R. Trrus, M.D., P.O. Box #376, Bedford; Executive 
Secretary: (Mrs.) Heten M. Setter, 1105 West Franklin, 
Richmond 20 


Washington. President: Joun E. Ganrincer, M.D., Medical 
Arts Building, Wenatchee; Secretary-Treasurer: ROBERT 
McC. O’Brien, M.D., Medical Center Building, Spokane 


West Virginia. President: Cart B. Haut, M.D., 1601 W. 
Washington, Charleston; Secretary-treasurer: HatvarD 
Wancer, M.D., Box 175, Shepherdstown 


Wisconsin. President: JEROME WALTER Fons, M.D., Southgate, 
3333 S. 27, Milwaukee; Secretary-treasurer: Ropert F. 
Purte.t, M.D., 758 North 27th St., Milwaukee 8 


Wyoming. President: Ext Cuester Ripceway, M.D., Cody 
Clinic, 1301 Rumsey Ave., Cody; Secretary-treasurer: 
Wuuarp H. Pennoyer, M.D., 314 Hynds Building, 
Cheyenne 


Hawaii. President: A. Lestm Vasconcettos, M.D., 1286 
Queen Emma St., Honolulu; Secretary: Atvin V. Masoska, 
M.D., Young Hotel Building, Honolulu; Treasurer: 
Martin H. Licutrer, M.D., Young Hotel Building, 
Honolulu 


13 


a 3-way attack on intranasal infection 


‘Drilitol’ provides 


|. double antibiotic action 
‘Drilitol’ contains 2 antibiotics—anti-gram-positive gramicidin and anti-gram- 


negative polymyxin—to attack bacterial infection. 


N 


decongestive action 
‘Drilitol’ contains the vasoconstrictor—Paredrinet Hydrobromide— 


to relieve intranasal congestion. 


3. anti-allergic action 
‘Drilitol’ contains the antihistaminic—thenylpyramine hydrochloride— 


to counteract local allergic manifestations. 


‘Drilitol’ is indicated for the treatment of common upper respiratory tract 
disorders such as: rhinitis, nasopharyngitis, bacterial colds, sinusitis, coryza 


and allergic rhinitis. 


antibiotic, decongestive, anti-allergic 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 


tT.M. Reg. U.S. Pat. Off. for hydroxyamphetamine hydrobromide, $.K.F. 
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in prescribing, 


be sure to specify: 


‘Drilitol Spraypak’ 


3 ort Ww 
Lach. 3 hawrs. 


OR 


‘Drilitol’ Solution 


: 
Far the temporary rotiel 
of nasal congestion 
Att of. 115 
DRILITOL SPRAYPAK 
(me trapyritene 07% 
fate, S00 U an notonn of 
hydvobromde SKF). 1% 
Preserved with | 100.000 
Pa 
; 
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diarrhea 


has no seasonal bounds 


STREPTOMAGMA produces prompt and 


complete remission in bacterial diarrheas. 
This modern anti-diarrhetic combines 
Dihydrostreptomycin, for its potent 
bacteriostatic action, particularly against 
diarrhea-causing coliform organisms; 
Pectin, for its demulcent and hydrophilic 
effect; Kaolin, for tremendous adsorptive 
power; and Alumina Gel... itself a potent 
adsorptive . . . soothing, protective 
suspending agent. 


Supplied: Bottles of 3 fluidounces. 
For a clinical sample, just write to 
Wyeth, Philadelphia 2, Pa. 


DIHYDROSTREPTOMYCIN SULFATE AND PECTIN 
WITH KAOLIN IN ALUMINA GEL 


Wyeth 
® 
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Chis Month’s Authors 


Edward P. Cawley, M.D., 


is professor and chairman of the Department of Dermatology of the University of Virginia 
School of Medicine, Charlottesville, a position he has held since 1950. He was graduated from 
the University of Michigan Medical School, Ann Arbor, Michigan, and internedat the University 
Hospital. He also trained in the Department of Dermatology and Syphilology at this school, 
and is a former assistant professor of this department. Dr. Cawley spent three years in military 
service during World War II. 


Raymond F. Kaiser, M.D., 


chief of the Cancer Control Branch, National Cancer Institute, Federal Security Agency, was 
co-developer of the first official National Cancer Control program in the United States. He 
received his M.D. degree from the University of Colorado, and an M.P.H. from Harvard. Dr. 
Kaiser interned at the U.S. Marine Hospital, Seattle, from 1937 to 1938, and was assistant 
surgeon, United States Public Health Service in 1938. In 1947 he was assistant to the chief of 
the Cancer Control Branch and planned and directed activities including aid to states and 
local institutions, provision of consultant services, and education programs. 


R. G. McAllister, M.D., 


who is engaged in general practice in Richmond, Virginia, was graduated from Hampden- 
Sydney College and Medical College of Virginia, and served his internship at St. Luke’s 
Hospital, Richmond. He practiced for three and one-half years in Williamston, North Caro- 
lina, and during World War II was with the Fifth Air Force in the Southwest Pacific. Dr. 
McAllister, a charter member of the Richmond chapter of the American Academy of General 
Practice, is now president of this constituent group. He is a past vice-president and a former 
member of the Board of Directors. 


A. N. Wilkins, M.D., 


has been engaged in the general practice of medicine in Conroe, Texas, since 1936. After grad- 
uating from the University of Oklahoma in 1935, he served a one year’s internship at St. 
Joseph’s Infirmary, Louisville. Dr. Wilkins served five years in the army, two of which were 
spent in China. Speaking about the general practitioner, Dr. Wilkins had this comment to 
make: “Perhaps a G.P. should do this: interest himself in the various specialties much as one 
would a hobby, passing through Shakespeare’s seven stages and of course ending up in the 
usual pantaloons.” 


Arthur G. Zupko, Ph.D., 


associate professor of Pharmacology, Saint Louis College of Pharmacy, was formerly an 
epidemiologist for the U.S. Navy in Australia, South Pacific, Philippines, and North Africa, 
In 1934 he was a member of the Malaria Research Board, of the U.S. Army in the Panama 
Canal Zone. Dr. Zupko took his pre-medical training at New York University. He also at- 
tended the University of Florida and Purdue University. Author of many medical papers, he 
is a member of the American Pharmaceutical Association, New York Academy of Science, and 
the Association for the Advancement of Science. 


GP e March, 1953 


j 
4 
| 
17 


How much enjoyment can your 


geriatric patients get from life? 


Of course, with the help of a good well- 
balanced diet, your older patients can be 
healthier and more active. That problem of 
diet is where Gerber’s can be of tremendous 
assistance to you. 

First of all, Gerber’s variety is wide enough 
to allow for your patient’s “foibles” about 
food—some of them built up over years and 
years. Yet that same variety gives you good 
prescription selectivity. 

To help provide both the known and “un- 
known” nutritive factors, all of Gerber’s 
Strained and Junior (Chopped) Foods are 
specially processed to retain natu- @ 
ral food values to the maximum 
possible by modern methods. 


Added encouragement to stay- 
ing with your prescribed regi- 
men—Gerber’s “Special Diet 
Recipes.” They offer a tempting 
range of easy-to-make dishes for 
many tastes. FREE COPIES of 
this booklet, with recipes based 
on Bland, Soft, Mechanically 
Soft, Liquid and Low-Residue 
Diets. Just write on your letterhead to Dept. 
103-3, Fremont, Mich. 


Gerber’s BABY FOODS 


4 CEREALS * 50 STRAINED & JUNIOR MEATS, 
VEGETABLES, FRUITS, DESSERTS 
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0 inerease and accelerate the 
appearance of remissions 


“Gold salts, if administered during the first year of rheumatoid 

arthritis, increase and accelerate the appearance of remis- 

sions.”* A remission rate of 66 per cent was recently noted in 

a group of gold-treated patients with rheumatoid arthritis of 12 i 
months or less duration. Similar patients treated without gold x F 
showed a remission rate of only 24.1 per cent. On the average, . 

remissions appeared 10 months sooner in the gold-treated cases, 


SOLGANAL ® 


(aurothioglucose) 


*Adams, C. H., and Cecil, R. L.: Ann. Int. Med. 33:163, 1950. 


CORPORATION « BLOOMFIELD, N. J. 
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double the power : to resist food 


in 


besity 


Obocell® controls the two causes directly responsible 
for overeating—bulk hunger and appetite. 
Obocell supplies non-nutritive bulk to create a sense of 
fullness and satisfaction. 
Curbs the appetite at its 


® 
A COMBINED HUNGER AND APPETITE DEPRESSANT source by acting on the central 
nervous system, and 
concomitantly elevates the 


mood of the overweight patient. 
With Obocell it is easy to achieve and maintain 
patient co-operation throughout the trying period of weight 
reduction by dietary restriction. 


Composition:Each tablet Obocell contains Dextro- 
Amphetamine Phosphate 5 mg.; *Nicel 150 mg. 


Dosage:3 to 6 tablets daily, preferably one hour 
before meals with a full glass of water. 


Supplied: In bottles of 100, 500, 1000 tablets. 
*Irwin-Neisler’s Brand of High-Viscosity Methylcellulose. 


IRWIN, NEISLER & COMPANY DECATUR, ILLINOIS Z2scarch Sewe Your Practice 
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Yours Cruly... 


LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


The Ex-President’s Commission 


Dear Sir: 

The comments in your Newsletter are usually interesting, 
pertinent, and sensible—excepting an item in the January 
issue about the Magnuson Commission which says ‘‘There is 
singularly little in the completed report which organized 
medicine can tenably criticize.” You then mention three 
points of contention which are valid objections. Now, how 
about the following: 

(a) The “comprehensive” medical care mentioned 
throughout—participated in and provided by all elements of 
society. 

(b) The assumption that the federal government has the 
major responsibility for promoting and stimulating a Com- 
prehensive Health Program for all our people. 

(c) Federal grants for state and local health agencies to 
develop health services. 

(d) Idemnity insurance is criticized. 

(e) Federal aid for prepayment plans. 

(f) Recommendation for a Department of Health and 
Security. 

(g) Utilization of community resources for diagnosis and 
treatment. 

(h) Extension of industrial community health care to 
include workers’ families. 

(i) Federal grants for rural medical services. 

(j) Federal health and welfare aid to migratory workers 
and aged. 

(k) Federal care for military dependents and merchant 
seamen. 

(1) Federal Health Commission. 

These additional recommendations may be in line with the 
“profound revolution” you have mentioned. They would 
also be in line with Bismarck’s revolution. The question is— 
will they benefit or harm the existing fine medical care 
Americans now have. 

I am not alone in feeling they would be injurious to our 
nation; therefore, I cannot agree with the endorsement that 
you have given to the report of the Magnuson Commission. 

A. G. Biazey, M.D. 
Washington, Indiana 


Dear Sir: 

I have read with interest your Secretary’s Newsletter for 
January, 1953 as published in the current issue of GP and 
usually I smile with satisfaction. I hope you will not think 
that I have gone sour if for once I disagree with you and 
wish to argue a point or two. I suggest that our Commission 
on Public Policy become active and study the Magnuson 
Commission Report and come up with some suggestions as 
to what sort of official blessing or vice versa the Academy 
should bestow upon this lengthy report which, in my humble 
opinion, is full of vague carefully worded double talk thrown 
out as bait to the general practitioner, particularly the 
A.A.G.P., in the hope that he will take it hook, line, and 
sinker. 

Examining the first volume it is soon discovered that the 
Introduction espouses the philosophy of a “changed social 
viewpoint” and a re-evaluation of our attitude toward “‘indi- 
vidual health services.” You observed as you state in your 
letter the repeated references to the superiority of group 
over solo practice. While I am willing to admit that in cer- 
tain instances where difficult diagnoses are involved, group 
practice is an advantage to the patient, in most instances 
the advantage is to the physicians, the specialists comprising 
the group for reasons which I will not go into at this time. 

I love general practice. I believe that nothing can supplant 
the family doctor for services to the family. No specialty is 
as difficult and no specialty could possibly reward the prac- 
titioner with the personal satisfaction that comes to a suc- 
cessful general practitioner. However, I cannot imagine any- 
thing worse than being a general practitioner in a group. 
If anything would change a young physician’s views and 
swing him toward specialization, this would be it. 

I cannot at this time go into an analysis of this entire 
Commission Report. I do not condemn it as a whole, but let 
us be careful and study this thing thoroughly before we 
praise it, lest it be the very means of destroying that which we 
are striving to preserve. 

Cyrus W. Anperson, M.D. 
Denver, Colorado 


If any reader of the Secretary’s Newsletter for January got 
the impression that he, GP, or the Academy endorsed all the 
(Continued on page 23) 
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be given therapeutically effective oral doses of amino- 
congestive heart failure, bronchial and 
diac asthma, status asthmaticus and paroxysmal 
Aminodrox Tablets contain 14 gr. aminophylli 
Also) available with 4 gr. 
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(Continued from page 21) 

recommendations of the Magnuson Commission, it was entirely 
due to limitations of space. As pointed out in an earlier issue of 
the Newsletter, the administration which appointed the Com- 
mission was happily repudiated by the citizenry before the Com- 
mission’s report was submitted. It became the Ex-President’s 
Commission to Study Health Needs of the Nation. Hence, its 
impact and significance were considerably lessened; the changed 
political climate decrees a quiet interment for the report. 

In the brief space available the Secretary’s Newsletter could 
only mention the chief points in the final report with which 
organized medicine would take issue. In a later issue of GP the 
entire section of the report on general practice will be published 
and GP will editorially point out its faults as well as its 
virtues. Most Academy members, for instance, will heartily dis- 
agree with the implication that surgery ts a sacrosanct area 
possessing special majesty setting it apart from other methods of 
therapy. They will likewise disagree with the implied superiority 
of group over solo practice, as the Newsletter reported. 

The complete report of the Commission will be studied in 
coming weeks by the Academy’s Commission on Legislation and 
Public Policy, which will make known its reactions to the mem- 
bership. 

As in other matters of national import, h r, the Academy 
will look to the A.M.A. to speak for all organized medicine 
on the basic issues presented by the entire report of the President’s 
Commission, devoting its attention particularly to those por- 
tions of special interest to general practitioners. 


—PUvuBLISHER 


A Crack in the Iron Curtain 
Dear Sir: 

Please enter a subscription to GP to Herr Dr. Gunther 
Wittig in Berlin, Germany, as a gift from me. 

Dr. Wittig is a distinguished German physician with 
whom I have been corresponding in the Russian Zone of 
Berlin, and who is intensely interested in American medical 
progress. 

Cuartes R. Greenwoop, M.D. 
Oakland, California 


Tron curtains, fortunately, are no bar to the universally 
important information doctors find in GP.—PuBLISHER 


Precedence for Patient Referral Forms 


Dear Sir: 

I wonder if you will have the office send me 100 copies of 
the “Consultation and Reference Request Form” discussed 
on page 104 of the August issue of GP. Since I do not know 
the cost of this item, you will have to bill me or send them 
COD; either way will be satisfactory with me. 

I have been using this technique for several years, writing 
my own individual requests on each patient. Needless to say, 
specialists and I never have much trouble. However, your 
form is so much superior to what I have been doing, also 
time saving, that I want to start using it in the future. 

Another reason for my request is that I am going to dis- 

(Continued on page 25) 
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Modern experience in physical rehabilitation has 
demonstrated that significant deficiencies of vita- 
mins and minerals may be aided by exposure of 
the entire skin surface to adequate ultraviolet 
irradiation of the proper wavelengths. From the 
provitamins in the skin, ultraviolet irradiation 
gives rise to Vitamin D which regulates the pas- 
sage of calcium and phosphorus across the intes- 
tinal wall and increases the amounts of these 
minerals in the blood. It is of definite value in 
the treatment of some forms of tuberculosis and 
serves as a protection against dietary deficien- 
cies.! 

Effective treatment with ultraviolet light re- 
quires exposure two or three times weekly over 
an extended period of time, and many physicians 
have found that this can be accomplished to the 
best advantage by having the patient purchase a 
Hanovia Prescription Model Ultraviolet Quartz 
Lamp. These lamps have been developed espe- 
cially by Hanovia for treatment in the home 
under the physician’s supervision. Your local 
surgical supply house can furnish them to your 
patients on convenient payment terms if de- 
sired. Write for literature today to: 

HANOVIA CHEMICAL & MFG. CO., Dept. 
GP-3,100 Chestnut St., Newark 5, N. J. Show- 
rooms and dealers in principal cities. 


‘Handbook of Physical Medicine and Rehabilitation, A.M.A., 1950, 103-104. 
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Don’t miss 
Pfizer 


Spectrum 


appearing 
regularly in 
the J.A.M.A. 


Truly 
broad-spectrum 
therapy in 

each tasty 


teaspoonful 


amycin 


BRAND OF OXYTETRACYCLINE. AMPHOTERIC 


oral suspension 


Pure, well-tolerated Terramycin in 
pleasant raspberry-flavored vehicle. 
Each 5 cc. teaspoonful supplies 
250 mg. of truly broad-spectrum 
antibiotic effective against gram-positive and 
gram-negative bacteria, including the important 
coli-aerogenes group, rickettsiae, certain large 


viruses and protozoan organisms. 


world’s largest producer of antibiotics 


ANTIBIOTIC DIVISION, CHAS, PFIZER & CO., INC., BROOKLYN 6. N.Y. 
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(Continued from Page 23) 
cuss the subject, “Patient Referral,” in the Section on 
General Practice program in April when our Ohio State 
Medical Association has its annual meeting. Incidentally, 
as program chairman for that short sectional meeting, I 
have designed a two-hour program on a seminar type basis 
dealing with important problems the family doctor meets, 
and an using only general practitioners to put on the pro- 
gram. We do have one layman, a specialist in collections, 
but the other four speakers are all general practitioners and 
all A.A.G.P. members. 
With ever good wish to you and the Kansas City staff for 
an eventful 1953. 
Tuomas E. Rarpin, M.D. 
Columbus, Ohio 


Satisfaction with the Consultation and Reference Request 
Form, which results in better relationships between referring 
and consulting physicians, is evidenced by this and other letters 
published previously in GP. Since publication in the August, 
1952 issue, 20,000 forms have been requested. | —PUBLISHER 


All Physicians Welcomed 
Dear Sir: 

As an enthusiastic subscriber to GP, but not a member of 
the Academy of General Practice, I would like to know 
whether I could gain admittance to the 1953 Assembly. 

I am a recent graduate and not yet eligible for member- 
ship in the A.A.G.P.; however, it is one of my high ambitions. 


If a reservation or registration is necessary, I would ap- 
preciate having this assurance in order to make definite plans. 
Rosert Painter, M.D. 

Two Harbors, Minnesota 


All physicians are welcome to attend our annual Scientific 
Assembly, although there is a $5 registration fee for nonmem- 
bers. We hope Dr. Painter will consider becoming an associate 
member, until he is eligible for active membership, so he can en- 
joy all the advantages the Academy offers.—PuBLISHER 


This Matter of Privileges, Sir! 
Dear Sir: 

Note page 32 of the December 1952 issue (editorial on 
"Major Surgical Privileges”). Here you stand up whole- 
heartedly for local credentials committees’ choosing men to 
have major privileges. 

Sir, you are all wrong, for a moderate-sized town. This 
does not become a decision as to his ability; it is rather a 
method for keeping down competition. (I do not do surgery, 
so this is not a personal gripe.) 

We look forward to the day when an impartial group such 
as the A.A.G.P. will give tests and examinations—or at least 
statewise. The present method is entirely unfair. Right 
here in town are two men with “Boards” who are not given 
full privileges after three to five years, while some old- 
timers are mighty poor surgeons but maintain very full 
schedules. NAME WITHHELD ON REQUEST 
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the first thought 
in staphylococcus 
infections . . 

in 100-mg. 
specially coated 
tablets 


THE ORTCINATOR OF ERYTHROMYCIN 
25 


TOXIN SPONGE... 


BY THE SPOONFUL! 


Resion 


POLYPHASIC ADSORBENT DETOXICANT SUSPENSION 


Reson ...a delicious suspension of polyphasic! adsorbents . . . 
is “the treatment of choice for diarrheas of the type 
the physician is called upon to treat in his everyday practice.” 
For DIARRHEA AT ANY AGE, whether due to food poisoning 
or to bacterial or viral infections, REsIon gives prompt relief, 
sometimes after the first dose. 
Reston has controlled even the most stubborn nausea 
and vomiting of pregnancy, and is effective also in the management 
of food poisoning, flatulence, griping and symptoms 
of gastroenteritis and ulcerative colitis. 
SPECIFICALLY DESIGNED to adsorb and remove toxins 
and irritants from the intestinal tract, 
REsIon is “totally insoluble and non-toxic.” 


REsION is supplied in wide-mouthed bottles of 4 and 12 fluidounces. 


1. Exper. Med. & Surg., 9:90, 1951. 2. Rev. Gastroenterol., 19:660, 1952. 


THE NATIONAL DRUG COMPANY § Philadelphia 44, Pa. 
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Resion ... for more rapid, more complete control of 


DIARRHEA... INFANTS AND ADULTS 
NAUSEA OF PREGNANCY 
FOOD POISONING 
ENTERIC INFECTIONS 
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Unmatched Formula 
for the Treatment of 


Pernicious Anemia 


Take time-tried injectable liver 
extract. Add the antianemia power 
of crystalline vitamin B 2. Include 
thiamin chloride. Mix. Assay mi- 
crobiologically. Assay clinically on 
known cases of P.A. in relapse. 
Result: Reticulogen Fortified— 
the product of choice for the treat- 


ment of pernicious anemia. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U. S. A. 


itt, Size Ampoule Ne. 
RTICULOGE! 
FORTIFIED 


talline; 
Nanin Chioride. Preserv 
‘4 Phenol 
Inject Intramuscularly 
N-15317.¢ 
Ginny COMPANT 
INDIANAPOLIS... 


Liv: 


Each cc. contains: 

20 meg. of vitamin By activity, U.S.P., as 
contained in liver extract, plus 20 mcg. of 
crystalline vitamin By, plus 5 mg. of thia- 
min chloride. 


In 0.5-cc. and 5-cc. vials. 


TINY-DOSE . . . HIGH-POTENCY 
AMPOULES 
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Editorials 


Priority of Expenditures 


IN SEARCHING for methods for assisting the public to 
secure comprehensive medical services, we may well 
have overlooked an important factor—the priority 
people put upon expenditures for health. 

Mr. Emerson P. Schmidt, editor of American 
Economic Security, published by the Chamber of 
Commerce of the United States, discussed the 
priority of expenditures before the President’s 
Commission on the Health Needs of the Nation last 
October. He pointed out that in a country as rich 
and productive as ours, most individuals should be 
able to make their own provisions for health and 
medical needs, and the government agencies should 
be capable of providing essential public health 
services. 

Mr. Schmidt suggested that the commission may 
find it worth while to investigate the question of 
ability to meet health needs, and to come to some 
conclusions on what may be done to encourage the 
establishment of a higher priority for health ex- 
penditures in the minds of individuals. He believes 
there is a “psychological law” which accounts in 
part for the low priority. Briefly it is that the indi- 
vidual feels that he may not need medical service, 
that money spent for medical care is for service the 
individual would like to avoid, and that there are 
personal and family pressures to spend money on 
goods and services that bring pleasant and more 
tangible and immediate gratifications. 

As Mr. Schmidt points out there is no question 
that our economy can provide more health services, 
in the same sense that it can provide more of other 
goods and services. It is principally a matter of the 
priority of desires of the average citizen. 

Representatives of the American Academy of 
General Practice presented a similar concept to the 
President’s Commission relative to the people’s 
need and desires for a family doctor. The avail- 
ability of good family doctors depends upon the 
priority people in a community place upon expendi- 
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tures to support them. A charge of $5.00 for a home 
call by a physician seems high to many people who 
do not hesitate a moment to pay $10.00 or $15.00 to 
a radio or television service man. The President’s 
Commission has an opportunity to stimulate the 
public’s thinking of its responsibility in the problem 


of more adequate health and medical care. 


Test Your Integrity 


In spite of all the editorials that tell of the disad- 
vantages of promiscuous prescribing of antibiotic 
and chemotherapeutic agents, physicians go right 
on prescribing. For example, during the winter 
when an “influenza” epidemic prevailed in the 
Midwest, the Kansas City Times of January 14, 1953, 
had this to say: 

**The epidemic has placed a strain on physicians 
and pharmacists who have worked late into the 
night to combat the illness. . . . 

*Druggists have estimated that their prescription 
business has risen about 35 per cent, and many 
have called in extra pharmacists to keep up with 
the demand of prescriptions for such antibiotics as 
aureomycin, terramycin and penicillin.” (Italics 
ours.) 

In another part of that same news article a 
spokesman for physicians of his community, after 
apologizing for use of the term “flu,” offered this 
considered opinion: “Rest and medication to re- 
lieve the discomfort are about the only treatments 
that have much effect.” 

Probably most physicians in Kansas City agreed 
with that spokesman, but many of them failed to 
practice what was preached. Although it must have 
hurt their scientific conscience to do so, they 
strained the capacity of drugstores to supply ailing 
people with the antibiotics they didn’t need. Phy- 
sicians’ ignorance or laziness have little to do with 
this policy. Rather, its roots are deeply set in fac- 
tors of expediency, fear of diagnostic error, and 
sensitivity to public demand. 
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Of the three factors, sensitivity to public demand 
is most to be condemned. If physicians continue to 
yield to requests of patients that potent drugs be 
administered when they are not truly indicated, 
eventually public confidence in American Medicine 
will falter. At least that’s so if the doctors persist in 
telling people one thing and doing another. The 
choice is clear: either the doctors reverse their 
opinion about indications for antibiotics, or they 
pay more than lip service to their public pronounce- 
ments. Since the first alternative is hardly suitable, 
it looks as though medical integrity is in for a test. 


Antibiotics and Blood Clotting 


THERE are good reasons to think about changes in 
the clotting property of the blood when antibiotics 
are administered. Under some circumstances the 
use of an antibiotic may promote a dangerous 
hemorrhagic tendency. 

The weight of evidence favors the conclusion that 
broad-spectrum antibiotics like aureomycin and 
terramycin do not increase coagulability of blood. 
In a report published in Science for September 12, 
1952, Parker and Wright showed that neither of 
these drugs should be withheld from any patient 
because of the fear of producing an intravascular 
clot. 

On the other hand, when drugs like these are 
given by mouth, an alteration of intestinal flora may 
have an opposite effect. Apparently some inter- 
ference with production of vitamin K may result, 
and a relative deficiency of prothrombin might be 
expected. Again, this effect probably has little clin- 
ical significance in most cases. However, when addi- 
tional factors reinforce this effect, absolute pro- 
thrombin depletion may become apparent. Thus, in 
their review in Circulation for October, 1952, Scar- 
rone and associates noted that the use of aureo- 
mycin and terramycin greatly intensified the re- 
sponse of some of their patients to Tromexan and 
Dicumarol. They warned, ‘‘Failure to moderate the 
dosage of coumarin derivatives when these anti- 
biotics are being used may result in dangerous pro- 
thrombin times and consequent hemorrhages.” 


Medical Curriculum Reorganized 


Western Reserve University School of Medicine 
initiated an entirely revised and experimental cur- 
riculum last fall. Only the freshmen students are 
involved the first year, but all students will be in 
by 1955. 


As reported in the November, 1952, issue of 
Medical Education, the four-year course is divided 
in three phases. “The first year’s work will con- 
cern the study of normal man. In the second and 
third years, students will learn the principles of 
medicine through a study of deviations from the 
normal. The fourth year will emphasize compre- 
hensive care of the patient.” 

The purpose of the new program is to provide 
better co-ordination of teaching basic science and 
clinical courses throughout the medical course. 
Students will have contact with selected patients 
from the beginning of the course. 

This is another example of the efforts being made 
by medical schools to reorganize their programs 
toward early introduction of the student to study 
and responsibility for the welfare of the patient as 
a person. 

The American Academy of General Practice is 
interested in all of these programs to improve the 
preparation of young people for their work as phy- 
sicians. It appears reasonable to expect that, with 
participation in a training program that emphasizes 
comprehensive care, many future graduates of 
Western Reserve Medical School will be satisfied 


with nothing less than a career as family physician. 


Relationship of Allergy to Migraine 


Since 1947, when Alvarez published his account of 
the migrainous personality, in the American Journal 
of the Medical Sciences, most physicians have been 
inclined to accept his views about the mechanism 
of migraine. He advocated the idea that sick head- 
aches are one manifestation of “‘an inherited nerv- 
ous makeup,” and he based his description of the 
essential features of this common disease on a study 
of more than 500 patients, most of them women. 

His description of the migrainous personality and 
constitution is widely accepted as classic. He had 
less to say about the quality of the headache than 
about the personal characteristics of the typical pa- 
tient—her hypersensitiveness, quickness of thought, 
tendency to get tense, to worry, to tire easily, to 
wilt suddenly, to sleep poorly, to strive for per- 
fection. 

Alvarez’ reasoning about the relationship of al- 
lergy to migraine seemed good to most students of 
the problem. He looked upon the allergies of mi- 
graine patients as “part of their exaggerated sensi- 
tivity to all stimuli.” He added, ‘That migraine is 
not just a manifestation of allergy should be obvious 
to anyone who has watched many of the victims 
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continuing to have sick headaches long after they 
have identified all offending foods and eliminated 
them from the diet. Evidently these foods consti- 
tuted only some of the triggers that could start an 
attack, and after they were gone plenty were left 
such as fatigue, excitement, worry and tension.” 

Nevertheless, in some medical centers, migraine 
is still viewed as a problem mainly for allergists. 
And to some allergists, “migraine is basically an 
allergic disease, although psychic stimuli may pro- 
voke individual attacks in allergic individuals.” 
This quotation is from an article by Unger and Un- 
ger, son and father, in The Journal of Allergy for 
September, 1952. The conclusion was based on a 
study of fifty-five patients with migraine, and was 
reached in spite of the authors’ recognition that 
their statistics were “biased by the fact that many 
patients came to (them) for treatment of other al- 
lergic diseases.” 

The small number of cases studied and the ac- 
knowledged bias seem to make the Ungers’ conclu- 
sion a tenuous one. Maybe the editor of The Jour- 
nal of Allergy thought so too. In any event, he gave 
precedence in the same issue to an article in which 
Schwartz, an allergist in Copenhagen, “concluded 
that migraine is probably only rarely of allergic 
nature.” 

It isn’t often that the editor of a specialty journal 
has the chance to publish, side by side, articles by 
different authors who reach quite opposite conclu- 
sions about the same disease. When the disease has 
a feature as controversial as the etiology of migraine, 
this setting of authors upon authors is an inestima- 
ble boon to the readers. Although their knowledge 
may not gain by contact with the contradictory 
writings, their skepticism grows, and that’s good 
for them. 


The Commonwealth Fund 


Ossectives of the general practitioner will be fur- 
thered by activities of The Commonwealth Fund, 
whose annual report for 1952 has just been re- 
leased. Of the $2,719,737 appropriated by the 
Fund, about 70 per cent went for medical education 
and research. Grants to medical schools continued 
the pattern established by the Fund in recent years 
of setting up teaching programs with emphasis on 
human relationships, so that, for example, students 
learn by contact with the patient during the clin- 
ical years of the medical course. 

Projects receiving aid in a number of schools are 
described as experiments with the problems of de- 
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fining, organizing, and teaching good medicine. 
With emphasis changing from “‘scientific”” medicine 
to “comprehensive” medicine, the Fund is support- 
ing medical education programs which switch val- 
ues from teaching to learning, and to preparing 
students to “meet the responsibilities of medicine 
as a social institution.” In such programs, students 
are encouraged to assume primary responsibility 
for the patient’s and the family’s total problem. 

Results of such experimentation sheuld be more 
and better-prepared physicians capable of serving 
as family doctors. A brief description of programs 
appears in the “Business and Economics” section 
of this issue. 


Prevention of Rheumatic Fever 


Rueumatic fever is a preventable disease. Since it 
usually follows infection with a beta-hemolytic 
streptococcus, prevention depends upon early and 
adequate treatment of streptococcic infections in all 
persons and prevention of such infections in rheu- 
matic subjects. 

These facts were brought to the attention of GP 
readers in the article by Walsh in our January issue. 
They have been re-emphasized in a “release” from 
the Council on Rheumatic Fever and Congenital 
Heart Disease of the American Heart Association 
—a release that undoubtedly will receive wide pub- 
lication. 

Three facts about treatment of streptococcic in- 
fections stand out. First, because most such infec- 
tions involve the throat, streptococcic pharyngitis 
or tonsillitis must be identified early, by means of 
clinical symptoms and signs, throat cultures, or 
both. Second, in addition to the importance of 
starting administration of penicillin as early as pos- 
sible, it is mandatory that such treatment cover at 
least a ten-day period. The Council “release” rec- 
ommends three intramuscular injections at three- 
day intervals of procaine penicillin with aluminum 
monostearate in oil—each dose being 300,000 units 
for children, 600,000 units for adults. Third, phy- 
sicians should be alert for recurrences of strepto- 
coccic infections and should use the same treatment 
as for primary attacks. 

For prevention of streptococcic infections in 
rheumatic subjects, the Council advocates adminis- 
tration of sulfadiazine (0.5 to 1 Gm. once a day) 
or oral penicillin (250,000 units twice a day). It is 
believed that such therapy should be prescribed for 
‘tall individuals under the age of eighteen who have 
had rheumatic fever or chorea and all those over 


this age who have had an attack within five years,” 
and should be continued all year around for at least 
five years after the last attack of rheumatic fever or, 
in children, until they are 18 years old. 

If all physicians will give their full attention to 
these details, our opening statement will be justi- 
fied: Rheumatic fever is a preventable disease. Since 
this disease is the number one killer of persons from 
5 to 20 years old, our stake is a large one. 


Placebo Reactors Are Respectable People 


Nor long ago, writing about methods for evaluating 
new drugs, we mentioned the importance of exclud- 
ing “placebo reactors” from clinical investigations 
of therapeutic agents. These are people who react 
favorably to a pill or an injection regardless of what 
it contains. Their symptoms are influenced by the 
fact of receiving medicine, entirely apart from the 
action of that medicine. 

Some physicians have the impression that placebo 
reactors are either malingerers (dishonest with the 
physician) or hysterical (“dishonest” with them- 
selves). This impression can create an attitude of 
disinterest, impatience, or even scorn—a bad atti- 
tude indeed since it is founded on an altogether 
false impression. 

In his discussion of relief of pain in the Symposium 
on Treatment of Trauma in the Armed Forces, Beecher 
stated that one-third or more of patients in severe 
postoperative pain are completely relieved by a 
placebo. He emphasized that this has nothing to do 
with hysteria, neurosis, or malingering. The fact is 
that administration of a placebo can block real pain. 
One mechanism may be entirely emotional. To show 
the influence of mind and emotions on perception of 
pain, Beecher reminds us that injuries are often un- 
noticed during the excitement of games or in the 
stress of battle. 

Although placebo reactors are a handicap to clin- 
ical investigations because they confuse the results, 
they offer some advantage to the medical profession. 
Some of our best “cures” are obtained with patients 
who are placebo reactors. They are not to be cen- 
sured nor penalized by a physician for their special 
reactivity. They really are respectable people. 


Mote Gets in Your Eyes 


For those who have worried that flying “saucers” 
may presage attack from an earthly enemy or may 
be visitations from travelers in space, Dr. Edgar F. 
Maurer presents a reassuring theory. In a com- 


munication to Science for December 19, 1952, he 
explains that spots before the eyes (muscae voli- 
tantes) are caused by shadows cast upon the retina 
by cells normally found in the vitreous, that these 
motes seem to move in a manner that corresponds 
quite well with some “observations” made on flying 
disks in that it is impossible to appraise their dis- 
tance or speed. In a like manner, visual scotomas 
of migrainous persons might seem to be objects 
moving in the sky. 

Dr. Maurer reasons that if flying saucers exist in 
the macrocosm, “they would be known to astron- 
omers, meteorologists, and other observers of the 
atmosphere. Since scientists have given no expla- 
nation of the oft-reported disks, it is necessary to 
ponder the problem of their existence in man him- 
self and in spheres other than the psyche.” 

Thus, his opinion . . . “that flying disks are 
motes in the eyes of a dyspeptic microcosm or 
perhaps some abnormal cortical discharges in the 
migrainous.” 

Dr. Maurer’s theory sounds plausible enough 
and it may be quite correct, but we predict that it 
will never be popular. It is altogether too mun- 
dane and microcosmic. 


Care for the Patient 


Durinc the last half century the science of medi- 
cine has progressed with unbelievable rapidity. 
With the employment of diagnostic x-rays, blood 
chemistry studies, electrocardiography, electroen- 
cephalography, and a host of other tests, an in- 
creasing number of diagnoses are handed ready 
made to the doctor on a laboratory sheet. At the 
same time, the number of specific therapeutic reme- 
dies at his disposal has become so great that many 
previously hopeless diseases can now be cured 
readily, or held in check by the administration of 
the proper antibiotic, bone marrow stimulant, or 
radioactive agent. Diseases which formerly occu- 
pied a large part of the physician’s time, such as 
pneumonia, gonorrhea, syphilis, and certain acute 
infections, are less often seen, and when seen, are 
easily cured. 

The rapid appearance of such great discoveries 
and their prompt utilization by physicians is a 
credit to the medical profession and should make 
the family doctor an ever more respected member 
of his community. On the contrary, however, we 
find that his position of esteem among his fellow 
men has not grown in proportion to his scientific 


achievements. Why should this be so? 
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Part of the answer lies in the fact that machines 
are replacing the doctor, and drugs are curing the 
diseases he once treated. The identity of the patient 
has been lost behind the name of the malady, and 
although the treatment of a disease may be entirely 
impersonal, the care of a patient must be completely 
personal. The science of medicine is gradually dis- 
placing the art of practice. 

It is a common experience among busy prac- 
titioners that their sickest patients become their 
most loyal friends. Long hours, frequent bedside 
visits, careful personal management of apparently 
insignificant details of treatment may make the dif- 
ference between life and death. 

And, it is the personal concern of a physician 
for his patient that makes him different from a 
tradesman or a pure scientist. It will do more than 
hours of litigation or reams of literature to combat 
threats of socialization and restore the doctor to 
his rightful position in society. It is the art of 
medicine. For in the words of a great physician, 
Francis W. Peabody, “the secret of the care of the 
patient, is in caring for the patient.” 


Pathogenesis of Atherosclerosis 


IN CONSIDERATION of the pathogenesis of athero- 
sclerosis, many investigators lately have been in- 
tensely preoccupied with the influence of abnor- 
malities of lipid metabolism. Such preoccupation 
has tended to obscure the importance of other 
factors. Still, a number of excellent studies have 
indicated that other factors are indeed important in 
the evolution of this ubiquitous disease. 

For example, in Circulation for October, 1952, 
Moon and Rinehart reported that lipid deposition 
is obviously not the initiating factor in coronary 
arteriosclerosis. They examined the coronary arteries 
of 250 persons dying suddenly from traumatic or 
natural causes. The ages of these subjects ranged 
from 4 months to 90 years. 

It was found that “completely nonsclerotic coro- 
nary arteries were not present except in very young 
individuals.” Early changes of arteriosclerosis in- 
cluded an increase of mucoid ground substance in 
the intima and media, proliferation of subendothelial 
fibroblasts, and small areas of degeneration in the 
internal elastic membrane. It was only with later 
changes, typified by additional fibrosis, that lipid 
substance was consistently present. 

This report does not deny the possibility that 
derangement of lipid metabolism has a place in the 
pathogenesis of atherosclerosis. Rather it empha- 
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sizes that other lesions precede and apparently de- 
termine the location of lipid depositions. This fact 
seems to have obvious importance if for no other 
reason than that it may cause a reorientation of the 
search for basic causes of atherosclerosis. 

A similar thought was expressed by Thannhauser 
in the New England Journal of Medicine for May 1, 
1952, where he reviewed the significance of choles- 
terol in the pathogenesis of vascular lesions. There 
he stated, ‘“The mechanism of cholesterol accumu- 
lation in the arterial tissue cannot be explained by a 
one-sided investigation of the physical properties of 
the lipid constituents and their protein aggregates 
(lipoproteins) in the plasma. The anatomic and 
physical properties of the arterial tissue are of equal 
importance in the accumulation of cholesterol in 
this tissue.” 


The New Headquarters Building 


Last month’s GP reported the dramatic year-end 
accomplishment of Dr. John Fowler’s energetic 
Building Committee in pushing the cash balance of 
the Fund past the $75,000 goal established by the 
Board of Directors. This new building—so needed 
to insure efficient operation of the Academy’s affairs 
and to provide for its future growth—can now be- 
come an actuality instead of a dream. 

That fact itself is noteworthy. But even more im- 
portant than the accomplishment, it seems to us, is 
the motivation. Here are some seventy busy physi- 
cians who have found time to serve the organization 
which serves them. Here, too, are several thousand 
other physicians who have expressed their pride in 
that organization by backing a dream. And finally, 
here is that organization itself, still a mere youth in 
the family of organized medicine, with the vision 
and vigor to demonstrate, through the materializa- 
tion of that dream, its confidence in its own future. 


Uncle Wilfred 


Uncie Wirrrep dropped in the other day to tell us 
about his recent trip to the Fat Stock Show in 
Chicago. He was chuckling about the story he 
heard there of two neophyte specialists, fresh out of 
training. They were confronted with the problem of 
announcing their respective specialties on the office 
door of their joint reception room in words that 
would be comprehensible to their patients and yet 
possessed of a dignity suitable to their eminent 
status. One was a psychiatrist, the other a proctol- 


ogist. Their happy solution: ‘Odds and Ends.” 
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BY EDWARD P. CAWLEY, M.D. 
University of Virginia Medical School, Charlottesville, Virginia 


An array of diseases affect the scalp. Recognition and 
treatment of the commoner ones are an important part 
of general practice. Diagnosis depends mainly on a good 
history and thoughtful examination. Special forms of 


treatment are needed in comparatively few disorders. 


Figure 1. Pityriasis simplex. 


Diseases of the Sebaceous Glands 


Pityriasis Simplex and Pityriasis Steatoides. Pityri- 
asis simplex is the common scalp disorder known 
as “dandruff.” It is characterized by an abundance 
of fine, white, loosely attached scales distributed on 
small or large areas of the scalp (Figure 1). The 
hair in the involved areas is usually dry and luster- 
less. Pruritus is a frequent complaint. 

Pityriasis steatoides is a more advanced stage of 
pityriasis simplex. It is featured by greasy, yellow- 
ish, adherent scales which leave an erythematous, 
moist surface when removed. Large or small areas 
of the scalp may be involved. 

Treatment of pityriasis simplex and _pityriasis 
steatoides requires careful attention to the scalp. 
An ointment containing 1 to 3 per cent salicylic 
acid and 3 to 5 per cent ammoniated mercury in a 
washable ointment base should be applied to the 
scalp at bedtime and left in place overnight (3 to 5 
per cent precipitated sulfur may be used in place 
of the ammoniated mercury if desired). Ointment 
and debris are removed the following morning by 
means of a shampoo. Any good soap or detergent 
is satisfactory for the shampoo. 

This treatment should be carried out from one to 
three times a week depending upon the severity of 
the scalp disorder. Small amounts of the same 
ointment can be applied to the involved sites be- 
tween treatments if the scalp is too dry. Pityriasis 
simplex can also be satisfactorily controlled, in most 
instances, with local use of the new selenium sul- 
fide compound known as Selsun. 

Seborrheic Dermatitis. Seborrheic dermatitis is 
featured by a variety of acute, subacute, and chronic 
manifestations. The sites of predilection are the 
scalp, ears, eyebrows, nasolabial folds, presternal 
region, axillae, umbilicus, and anogenital region. 
The disease is capricious in its behavior, and the 
eruption varies considerably in appearance, depend- 
ing on such factors as location, stage of the disease, 
and whether treatment has been employed. 

Large or small areas of the scalp may be involved. 
The scales may be fine and slightly greasy, or they 
may be large, moist, and yellowish, with an admix- 
ture of crusts. The underlying scalp is usually red, 
moist, and eczematous in appearance. Itching is 
common and alopecia may occur after the disease 
has existed for some time. The external ears and 
adjacent skin are frequently involved in conjunc- 
tion with the scalp. Various combinations of red- 
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ness, edema, scaling, crusting, and fissuring are the 
outstanding clinical features of seborrheic derma- 
titis of the ears. 

Treatment of seborrheic dermatitis may be a 
difficult problem. General measures include the 
administration of vitamin-B complex or crude liver 
extract. Moist, eczematous lesions of seborrheic 
dermatitis require the use of wet dressings, utiliz- 
ing such preparations as 1:20 Burow’s solution 
or 1:1000 silver nitrate, alternated with the local 
application of a bland preparation such as 5 per 
cent aluminum subacetate in a_water-washable 
ointment base. 

Ointments, such as 1 per cent salicylic acid and 
3 per cent ammoniated mercury or 1 per cent sali- 
cylic acid and 3 per cent precipitated sulfur in a 
water-washable base, may be applied to the in- 
volved sites after the acute process subsides. 


Infections 
Bockhart’s Impetigo and Impetigo Contagiosa. The 


lesions of Bockhart’s impetigo on the scalp are 
small, yellowish pustules, each pierced by a hair. 
There may be few or many such lesions. Itching is 
usually severe and scratching contributes to its 
rapid spread. Regional lymphadenitis is a frequent 
accompaniment. 

Impetigo contagiosa usually occurs in children, 
and the occipital region is a favorite site on the 
scalp. It is characterized by round or oval, super- 
ficial lesions which are covered with yellowish 
crusts that have a “stuck-on” appearance. Tempo- 
rary patches of alopecia may remain when the 
crusts are removed. 

In treating these diseases it is necessary (a) to 
incise, under aseptic precautions and at frequent 
intervals, the thick-walled pustules of Bockhart’s 
impetigo, and (b) to soften and remove the crusts, 
which form with both Bockhart’s impetigo and 
impetigo contagiosa, in order to permit intimate 
contact of local medication with the underlying 
lesions. This latter measure can be accomplished 
with a daily or twice daily shampoo. Dial soap 
and pHisoderm with G11 are detergents containing 
a relatively new and effective antibacterial agent 
which are suitable for this purpose. 

After removal of the crusts Bacitracin ointment 
or one-half strength compound Quinolor ointment 
should be applied to the lesions. Cases which do 
not respond promptly and satisfactorily to local 


Figure 2. The striking and characteristic‘ moth-eaten” 
appearance of the scalp in a case of secondary syphilis. 


ey 


Figure 3. The noninflammatory or 
“gray patch” type of tinea capitis. 


Figure 4. The inflammatory type of tinea capitis. 
The large lesion above the ear is a typical kerion. 
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Figure 5. Contact dermatitis of the 
scalp and forehead caused by hair dye. 


therapy should be given penicillin intramuscularly 
in conjunction with local treatment. 

Syphilis. Secondary syphilis may cause either a 
diffuse thinning or a patchy loss of scalp hair. The 
latter results in the striking and characteristic 
“moth-eaten” appearance (Figure 2). Adequate 
treatment with penicillin results in a regrowth of 
hair. Lesions of primary and tertiary syphilis 
rarely involve the scalp. 

Herpes Zoster. This disease is characterized by 
unilateral groups of vesicles on an erythematous 
base, distributed along the course of one or more 
peripheral sensory nerves. It involves the scalp 
rather commonly. Pain, sometimes of severe degree, 
frequently precedes or accompanies the eruption, 
especially in elderly patients. Herpes zoster of the 
scalp may result in patches of cicatricial alopecia 
if the eruption is severe. 

Despite a long list of medications which have 
been advocated for treatment of herpes zoster there 
is no single agent which has proved consistently 
effective, and therapy continues to be essentially 
symptomatic. 

Tinea Capitis. This is a fungus infection of the 
scalp which is commonest in children. Recent re- 
ports have directed attention to the fact that the 
disease is not so rare in adults as formerly believed. 
A variety of fungi may cause tinea capitis, but 
there are only two clinical pictures which occur 
with sufficient frequency to be classified as com- 
mon. Examination of the scalp under the Wood’s 
light, which causes involved hairs to fluoresce a 
greenish hue, and microscopic examination of sus- 
picious hairs, are helpful in the diagnosis of both 
types. 


The commonest variety of tinea capitis is the 
noninflammatory type, characterized by one or 
several, discrete or confluent, gray patches varying 
from a few millimeters to several inches in diam- 
eter (Figure 3). The patches appear gray because 
of the scale with which they are covered and be- 
cause of the lusterless, broken hairs with which 
they are studded. 

This variety of tinea capitis is transmitted from 
one child to another and is resistant to conserva- 
tive treatment. X-ray epilation of the scalp by a 
physician with special training for this work pro- 
duces a temporary loss of scalp hair, thus eliminat- 
ing the causative organism, and is the most effective 
and consistently reliable therapeutic measure. 

The second relatively common variety of tinea 
capitis is inflammatory in type and is featured by 
(a) one or several patches of variable size which are 
erythematous and covered with vesicles, pustules, 
and crusts; or (b) in its more severe form, by one 
or more circumscribed, elevated, boggy, carbuncle- 
like masses which are studded with deep-seated 
pustules (Figure 4), known as kerions. The inflam- 
matory type of tinea capitis is spread from child to 
child and from domestic animals (cats, dogs, and 
cattle) to children. 

Conservative treatment is usually effective in at- 
taining a cure with both forms of inflammatory 
tinea capitis. The scalp should be shampooed daily 
with one of the agents previously mentioned for 
the treatment of impetigo, and wet dressings of 
1:1000 silver nitrate or 1:4000 potassium per- 


Figure 6. Two patches of alopecia areata on the scalp. 
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manganate applied for several hours each day. 
Nonirritating fungicidal ointments should be ap- 
plied to the scalp between wet dressings. Those 
which contain unsaturated fatty acids, such as 
propionic and undecylenic acid, are among the 
best for this purpose. Manual epilation of hairs in 
the involved patches with blunt forceps hastens the 
cure. 


Contact Dermatitis 


Contact dermatitis may be acute, subacute, or 
chronic and is caused by external application to 
the skin of an agent that acts either as a specific 
sensitizer or as a primary irritant. The scalp is as 
susceptible to contact dermatitis as the glabrous 
skin. Agents used for dyeing, bleaching, waving, or 
straightening the hair, as well as various perfumes, 
lacquers, tonics, and shampoos, are common causes 
of contact dermatitis of the scalp. Erythema, edema, 
vesiculation, oozing, crusting, and itching or burn- 
ing are the outstanding clinical features of acute 
and subacute contact dermatitis (Figure 5); while 
redness, lichenification, scaling, and itching are the 
usual clinical manifestations of the chronic type of 
contact dermatitis. 

Avoidance of further contact with the offending 
agent is the most important single step in treatment 
of both acute and chronic contact dermatitis. Wet 
dressings of normal saline or 1:20 Burow’s solu- 
tion, alternated with bland preparations such as 
5 per cent aluminum subacetate in a water-wash- 
able ointment base, are applied locally in cases of 
acute and subacute contact dermatitis. Antihista- 
mine drugs given by mouth may help to allay the 
itching. 

Soothing ointments and lotions such as 4 per 
cent menthol and % per cent phenol in a water- 
washable ointment base, or % per cent menthol 
and 3 per cent liquor carbonis detergens in distilled 
water can be employed in the treatment of chronic 
contact dermatitis of the scalp. Here, too, the anti- 
histamine drugs given by mouth may assist in re- 
lieving pruritus. 


Disorders of Unknown Etiology 


Alopecia Areata. Although alopecia areata usu- 
ally affects the scalp, it may also involve other hairy 
surfaces of the body. On the scalp the disease is 
characterized by the presence of one or several 
round, oval, or irregularly shaped asymptomatic 
patches which are devoid of hair (Figure 6). The 
onset of the first patch is often abrupt, and the 
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disease may persist, with or without remissions and 
exacerbations, for months or years. The peculiarly 
shaped exclamation point hairs, which are typical 
of alopecia areata, are found at the periphery of 
newly formed bald areas. 

The outcome of alopecia areata is usually favor- 
able in young individuals but doubtful in the older 
age group and in cases of long duration. Etiologic 
factors incriminated in the causation of alopecia 
areata by various investigators are notorious for 
their multiplicity. 


Figure 7. A lesion of circumscribed neurodermatitis just 
back of the ear. Notice the cross-hatched or grilled appearance. 


Many forms of local and systemic therapy have 
been advocated for treatment of alopecia areata, but 
none is consistently effective. The disease is self- 
limited in most instances, and this knowledge alone 
is both gratifying and satisfying to many patients. 
A recent study reported that errors of refraction 
were especially common in patients with alopecia 
areata and that correction of these errors of refrac- 
tion resulted in regrowth of hair in most instances. 

Circumscribed Neurodermatitis, or lichen simplex 
chronicus, is very common on the nape of the neck 
of women, and sometimes occurs elsewhere on the 
scalp. A fully developed patch of circumscribed 
neurodermatitis varies in shape and is from one to 
eight centimeters in diameter. The patch is thick- 
ened, or lichenified, and its surface is cross-hatched 
by fine intersecting lines which give it a grilled 
appearance (Figure 7). The color is usually some 
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shade of gray or brown. Intense itching is char- 
acteristic. 

Lotions containing antipruritic agents, such as 
Y per cent menthol, 1 per cent phenol, 2 per cent 
camphor, or 3 per cent liquor carbonis detergens, 
are helpful when applied locally in treatment of 
circumscribed neurodermatitis. Resistant patches 
do well when painted with 10 per cent potassium 
hydroxide, left in place for a few seconds, or until 
the patient complains of a burning sensation, and 
then neutralized with 10 per cent acetic acid. 

Psoriasis. The scalp, in addition to extensor sur- 
faces of the body, is a site of predilection for psoria- 
sis, and at times the disease is limited to the scalp. 
The usual psoriatic lesions on the scalp resemble 
those which occur elsewhere. They are well-de- 
marcated, reddish patches or plaques which vary 
from a few millimeters to several inches in diameter. 
The patches are covered with coarse, white or sil- 
very scales. Hair loss in conjunction with psoriasis 
is unusual except in severe cases of long standing. 

A variety of agents has been advocated for 
treatment of psoriasis of the scalp. A simple routine 
which is effective in many cases consists of the bed- 
time application of an ointment containing 1 to 2 
per cent salicylic acid and 5 to 10 per cent am- 
moniated mercury in a washable base, followed by 
a shampoo the next morning using tar soap. This 
procedure can be carried out two or three times 
each week, or daily if the eruption on the scalp is 
severe. Liquor carbonis detergens in a strength of 2 
to 10 per cent may be used in place of the am- 
moniated mercury. 


Figure 8. A small, darkly pigmented nevus on the scalp. This 
lesion was traumatized frequently in combing the hair. 


Figure 9. This large seborrheic keratosis was black, and bore 
some resemblance to a nevus. The patient had numerous other 
seborrheic keratoses, one of which lies just below the large lesion. 


Lupus Erythematosus. The scalp, in conjunction 
with the nose, cheeks, and ears, is a site of pre- 
dilection for the lesions of discoid lupus erythe- 
matosus. The active lesions on the scalp are cir- 
cumscribed, pink or dull red, slightly infiltrated 
patches or plaques, and are usually covered with 
small, closely adherent, gray scales. The lesions 
vary from a few millimeters to several inches in 
diameter, and there may be one or many lesions. 
They are usually asymptomatic. Long-standing 
patches show infiltration, redness and scaling at the 
periphery, while the central portion becomes thin, 
glossy, atrophic, and permanently hairless. The 
entire lesion may eventually become a cicatricial 
patch of permanent alopecia. 

Bismuth given orally or by intramuscular injec- 
tion, or gold salts administered intravenously, are 
among the most useful agents for systemic treat- 
ment of discoid lupus erythematosus. Injections of 
vitamin Bs are effective in some cases. Good re- 
sults in treatment of discord lupus erythematosus 
with Atabrine have also been reported recently. 
Local preparations which afford protection against 
sunshine, such as 10 per cent para-aminobenzoic 
acid in alcohol or in a water-washable ointment 
base, are suitable for local use. Cortisone and 
ACTH, which have a definite place in the therapy 
of disseminated lupus erythematosus, are of little 
value in treating the discoid type of disease. 

Disseminated lupus erythematosus, the serious 
and often fatal form of the disease, does not com- 
monly involve the scalp. 
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Benign Neoplasms 


Epidermal and Sebaceous Cysts. Epidermal cysts 
(wens) and sebaceous cysts are commonly en- 
countered on the scalp of adults. Epidermal cysts 
are solitary or multiple, slow growing, moderately 
firm, semiglobular, asymptomatic tumors which 
vary from two millimeters to six or eight centimeters 
in diameter. Approximately the same description 
applies to sebaceous cysts, and it is usually im- 
possible to distinguish epidermal from sebaceous 
cysts on clinical grounds alone. Surgical excision is 
the most satisfactory treatment for epidermal and 
sebaceous cysts on the scalp. 

Nevi, or moles, are common on the scalp at all 
ages. They may occur in the form of macules, 
papules, or nodules, and their size varies consider- 
ably. They may be flesh colored, some shade of 
brown, or of a bluish-black hue (Figure 8). Pig- 
mented nevi on the scalp, which are subjected to 
repeated trauma, should be surgically excised, pre- 
ferably before the patient reaches puberty, to 
obviate the possibility of malignant melanoma de- 
veloping in them. 

Seborrheic Keratoses. These are commonly en- 
countered on the temporal and frontal regions of 
the scalp, usually near the hair line, of individuals 
in the later decades of life. They are sharply cir- 
cumscribed, elevated lesions which may be a few 
millimeters or several centimeters in diameter, and 
are covered with a thin, greasy scale. The lesions 
have a “‘stuck-on” appearance, and their color varies 
from light brown to black (Figure 9). They may be 
confused, on clinical grounds, with pigmented nevi 
or even with malignant melanoma. Seborrheic kera- 
toses rarely become malignant. The presence of 
similar lesions on the trunk and upper arms is of 
help in establishing the diagnosis. Seborrheic 
keratoses can easily be removed by means of electro- 
desiccation and curettage. 

Senile keratoses occur on the forehead, scalp 
margins, ears, and neck, as well as on the face and 
hacks of the hands, of individuals who have passed 
middle life and who have reddish or sandy-colored 
hair, blue eyes, and a tendency to freckle on ex- 
posure to sunshine. They are circumscribed, 
rough, moderately elevated, brownish lesions which 
vary from a few millimeters to a centimeter or two 
in diameter. The lesions may be solitary or multiple, 
and the scale which covers them is tightly adherent 
and leaves a moist, bleeding surface when removed. 

Senile keratoses are precancerous lesions. The 
involved skin frequently shows other evidences of 
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Figure 10. A basal-cell carcinoma on the scalp. 


senile changes, including atrophy, hyperpigmenta- 
tion, telangiectasia, and dryness. This type of skin is 
sometimes referred to as “farmer’s skin” or “sailor’s 
skin.” 

Most senile keratoses can be successfully treated 
by thorough curettage and electrodesiccation, or 
cauterization, of the base. Surgical excision may be 
preferable in certain cases, depending upon such 
factors as the size and location of the lesion and 
whether or not there is clinical evidence which 
suggests that malignant change has already taken 
place. 

Verrucae or warts are commonly encountered on 
the scalp at all ages. They may be single or multiple. 
The commonest type is a circumscribed, rounded, 
pinhead to peasized, gray or brown lesion with 
minute, horny excrescenses on its surface. Slender, 
elongated filiform verrucae are also common on the 
scalp. Electrodesiccation and curettage is a very 
satisfactory treatment for verrucae. It is important 
to search for and treat all lesions, some of which 
may be hidden by the hair, in order to prevent 
recurrences. 


Malignant Neoplasms 


Basal-Cell Carcinoma. This is the commonest 
malignant neoplasm which occurs on the scalp. 
This lesion appears first as a small waxy nodule 
(Figure 10), which slowly increases in size and 
eventually undergoes central ulceration. The ulcer, 
surrounded by a pearly, rolled border, continues 
to increase in size. Occasional basal-cell carcinomas 
are darkly pigmented and may simulate malignant 
melanoma on clinical grounds. 
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Figure 11. A malignant melanoma 
just anterior to and above the ear. 


In general, basal-cell carcinomas rarely metasta- 
size, but basal-cell carcinomas of the scalp have a 
greater tendency for invasiveness than do basal-cell 
carcinomas elsewhere, and this feature should be 
kept in mind when treatment is undertaken. The 
usual basal-cell carcinoma of the scalp can be 
satisfactorily treated either by surgical excision 
or by means of roentgen-ray therapy. 

Squamous-cell carcinomas are less common than 
basal-cell carcinomas on the scalp. The usual 
squamous-cell carcinoma of the scalp consists of a 
shallow ulcer which may be covered by a crust and 
is surrounded by an elevated and indurated border. 


Occasional squamous-cell carcinomas on the scalp 
are exuberant, cauliflower-like growths. As with 
basal-cell carcinomas on the scalp, most squamous- 
cell carcinomas in this location can be satisfactorily 
treated by surgical excision or by means of x-ray 
therapy. 

Malignant Melanoma. Many (40 to 60 per cent) 
of malignant melanomas, whether they occur on 
the scalp or elsewhere, arise from a pre-existent 
nevus. The nevus may have been present since 
birth or may have developed later in life. In either 
case, repeated and continued local trauma, such as 
that inflicted by a comb or brush, commonly pre- 
cedes malignant changes in the lesion. 

The nevus most likely to give rise to malignant 
melanoma is soft, only moderately elevated, has a 
flat surface, and is usually slate-blue, bluish-black, 
or some shade of brown (Figure 11). Hairy nevi, 
despite popular belief, are not immune to malignant 
changes. 

The usual fully developed malignant melanoma is 
an elevated lesion and varies from a few millimeters 
to a centimeter or two in diameter. It is firm and 
bleeds easily. Its color may be some shade of red, 
brown, bluish-black, or an admixture of several 
hues. 

Surgical excision, with a wide margin lateral to 
and beneath the lesion, is accepted today as the 
treatment of choice for malignant melanoma. 
Whether regional lymph nodes should also be re- 
moved is a problem which must be decided by the 
physician on the basis of factors which vary from 
one case to another. 


Here’s a Helpful Hint... 


Diphtheroids in Blood Cultures 


Wuen diphtheroid microérganisms are found in blood cultures, there is a tendency to regard 
them as contaminants. However, Fleisher warns that the repeated finding of such positive 
cultures is a strong reason for suspecting either Hodgkin’s disease or malignant lymphoma- 
tous involvement. (Am. J. M. Sc., 224: 548, 1952.) 
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BY R.G. MCALLISTER, M.D. 
Richmond, Virginia 


Hypofunction of the adrenal cortex possibly is a factor in the development of alcoholism. Certainly adrenal 


cortical extract (ACE) is quite helpful in management of acute alcoholism. It reduces craving for alcohol and 
promotes a rapid recovery. Combination of ACE with ascorbic acid is as effective as larger doses of ACE alone. 
Hormonal treatment is only part of the program for an alcoholic; it brings him earlier to a condition in which 


measures for rehabilitation can be employed. 


ALCOHOLISM is a condition we physicians have long 
attempted to ignore. We have actually mistreated or 
failed to treat it, mainly of course, because our 
treatment has been so unsatisfactory. Too frequent- 
ly we have referred the uncomplicated case to the 
psychiatrist, and by so doing have actually shirked 
our own responsibility. Even today there are many 
general practitioners and internists who openly in- 
sist that they do not and will not treat alcoholism. 

Yet why should we not treat it? For alcoholism is 
a disease, and though often complicated, difficult, or 
disappointing, it is a challenge to the medical pro- 
fession. And now, since we have the means to help 
an acute alcoholic recover, and at least to diminish 
the craving of a so-called chronic, we should sup- 
port those who sincerely want help. Treatment of 
an alcoholic is most gratifying and in a large per- 
centage of the cases may be most successful. It is a 
condition we have no right to ignore. 

In this country of sixty-five million social drink- 
ers, it is estimated that there are four million who 
drink to excess. Of this number, one million are 
problem drinkers. Our aim in medical treatment is 


to prevent or alleviate the physical effects produced 
by alcohol, while we attempt to get at the root of the 
problem through re-education and rehabilitation of 
the patient. 


Metabolic Factors in Alcoholism 


Former concepts of alcoholism dealt only with 
the external environment and personality problem 
of the alcoholic, disregarding his internal or physi- 
ologic and metabolic environment. However, recent 
studies have suggested that metabolic factors are 
important in the etiology of alcoholism. 

Ingested alcohol is absorbed as such from the 
gastrointestinal tract and is burned by the tissues, 
only about 10 per cent being excreted in the urine, 
sweat, and expired air. Alcohol may be substituted 
isocalorically for other food and is apparently 
metabolized at a constant rate for the individual, 
irrespective of the concentration in the tissues. 
Alcoholic overindulgence produces an initial hyper- 
glycemia but an eventual hypoglycemia. It is ac- 
companied by an initial retention of nitrogen, 
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Table 1. Classification of alcoholic episodes. 


1. Acute—Drinking 
a. Disoriented, inco-ordinated 
b. Euphoric or hostile, disorderly 
c. Severe 
d. Moderately severe 
. Acute—Withdrawal (12+ hours) 
a. Psychotic (hallucinosis, delirium tremens) 
b. Neurogenic (convulsions, neuritis) 
c. Psychoneurotic (depression, suicidal) 
d. Severe { tremor, nausea, headache, | 
e. Mod. severe \ anxiety, remorse, etc. 
. “Urge’’ only—Tension States 
(Little or no alcohol) 


potassium, and sodium; but during the recovery 
period, it produces an increased excretion of elec- 
trolytes—an effect not unlike that noted with de- 
ficiency of the adrenal cortical hormone. 

Selye has noted that worry, grief, or other alarm 
stimuli will produce hypertrophy of the adrenal 
cortex and eventually hypoadrenocorticism. Tin- 
tera and Lovell believe that pre-existing hypoadren- 
ocorticism may predispose certain young males to 
alcohol sensitivity, and that long-continued alco- 
holic indulgence may cause damage to the adrenal 
cortex. Smith postulates that problem alcoholics 
conform to a physical and biochemical pattern in- 
volving the pituitary-adrenal-gonadal triad and 
that adrenal exhaustion is involved. He believes 


that endocrine dysfunction antedates alcoholism; 
that the defect is primarily a pituitary deficiency to 
which adrenal cortex inactivity is secondary. 
Smith and others treat alcoholism by intravenous 
administration of very large amounts of adrenal 
cortex extract (ACE), giving 30 cc. in divided doses 
during the first day. They gradually reduce this 


dose over a period of several weeks, later changing 
to intramuscular injections of 2 to 5 cc. twice a 
week for three weeks, and then weekly doses for an 
indefinite period. This treatment is combined with 
a diet high in fat, moderate in protein, and restrict- 
ed in carbohydrates. In dealing with chronic alco- 
holics, Smith also administers testosterone to men, 
and estrogen to those women whose alcoholism is 
postmenopausal. No specific mention is made of 
the use of vitamin C by these authors. 

However, Forbes has shown that an intoxicating 
dose of alcohol administered to normal rats and 
guinea pigs causes a distinct reduction in both 
cholesterol and ascorbic acid content of the adrenal 
glands, and he concludes that alcoholic intoxication 
imposes a condition of stress that results in a deple- 
tion of these adrenal constituents. 


Results of ACE Treatment 


The following is a report of 265 consecutive epi- 
sodes of alcoholism in 153 patients, covering the 
period of September, 1950, through February, 1952, 
all treated with adrenal cortex extract in the office 
or at home. In this series there have not been any 
two episodes exactly similar, and it is even difficult 
to define “episode.” This, however, means a 
“binge” or a bout with alcohol, or even a period of 
urge to drink, and covers the period that treatment 
is continued. Though also difficult, an attempt has 
been made to classify each patient as to the degree 
of alcoholism, using a schedule suggested by Hoff 
(Table 1). 

Table 2 shows the results as immediate and later 
(one month after stopping treatment). Excellent 


Table 2. Results of ACE treatment of 153 alcoholic patients. 


pa- epi- no. of treatments 


classification tients sodes 


excellent 
to 
present 


immediate results later (1 month) 


F P ? 


|. Drinking 
a. Disoriented . . 
b. Disorderly 


d. Moderately severe . 
Withdrawal 

b. Neurogenic . . . . 

c. Psychoneurogenic . . 

d. Severe. ..... 

e. Moderately severe . 
ML. Urge 


40% 
199 18 114 21 38 


75% 7% 15% 3% 43% 8% 38% 11% 14% 
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Chart 1. Immediate results by age and sex, by five-year age groups. 


denotes rapid improvement and complete recovery 
from the acute attack, and no further alcohol; fair 
means some improvement only; and poor means 
failure in alleviation of the alcoholism. There were 
thirty-eight patients who were successful in con- 
quering their alcoholism for long periods, varying 
from three to twenty months; none has “slipped” 
to the present time. Probably there are others who 
belong in this category, but they could not all be 
followed; only the known patients are recorded. 
Most of the statistics are self-explanatory. In each 
category is mentioned thg number of patients and 
the number of episodes, a patient being classified 
according to his condition when he was first seen. 
A large majority (166 episodes) received but one or 
two injections. Some needed more; there were nine 
episodes requiring more than eight treatments. One- 
hundred twenty-seven (48 per cent) required seda- 
tion, which was almost always mild, such as 4 to 8 
cc. of paraldehyde, one or two Dormison capsules, 
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or 45 milligrams of Nembutal or the equivalent. 
Small doses were usually adequate. 

As can be seen, a total of 199 (75 per cent) 
showed excellent immediate results; eighteen (7 
per cent) were only fair; forty-one (15 per cent) 
were classified as poor; and seven (3 per cent) 
could not be followed. It was difficult to follow all of 
these patients for even one month after cessation of 
treatment, and thirty (11 per cent) could not be 
traced. However 114 (43 per cent) were considered 
excellent after that time, but one hundred (38 per 
cent) “‘slipped,” and were considered poor. 

These data prove that the treatment is excellent 
as far as immediate results go, but that it has no 
lasting effect. It is the rehabilitation, of course, that 
pays dividends in the long-term good effects. Best 
results were noted in Class III, the “urge” or ten- 
sion state: 94 per cent had excellent immediate and 
81 per cent excellent later results; 40 per cent 
were known to have had continuous good results. 
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There were 121 male and thirty-two female pa- 
tients; 181 episodes in the male, eighty-two in the 
female. In Chart 1, the immediate results of episodes 
are pictured, by five-year age groups, the male on 
the left in each period. The largest number of men 
appear in the 41-45 group, while more women were 
in the 46-50 period. One man of 25 (an alcoholic 
for ten years) was treated, and there were three men 
of 60-plus; no women were in either of these cate- 
gories. 


Method of Treatment 


In the past, the adrenal cortex hormone was ex- 
ceedingly scarce, and it would have been impossible 
to treat more than a very few people if the schedules 


of the New York physicians had been followed. 


It has been evident that several things are neces- 
sary to make this treatment a success. There must 
be a definite and sincere desire on the part of the 
patient to stop drinking; otherwise the necessary 
co-operation will not be forthcoming. There must 
be absolute abstinence from alcohol, for even a small 
amount cuts down the effect of the hormone. It is 
necessary for the patient to recognize that the doctor 
is interested in him, and encouragement by the 
physician is most necessary. In fact, patients often 
state that the talk helps almost as much as the medi- 
cine. An explanation of what he should expect is 
helpful. 

Forcing of fluids and the ingestion of nourishing 
food is soon made possible by the treatment, and is 
important. Vitamin-B complex and vitamin C, 


However, doses of 2 cc., combined with 500 mg. of 
ascorbic acid, given intravenously, gave satisfactory 
results. ACE given alone was not nearly so effective 
as when combined with ascorbic acid, and ascorbic 
acid alone was ineffective. 

Just why the addition of vitamin C to the ACE 
should augment its action so markedly is unknown, 
but there does seem to be a synergistic effect. 

A potent but more slowly-acting product, Lipo- 
Adrenal Cortex, in dosage of 0.5 cc. intramuscular- 
ly, was given where speed of action was not impor- 
tant, and to carry the patient after the acute symp- 
toms were controlled. It was also given with vitamin 
C, either intravenously or by mouth. An oral prepa- 
ration of the hormone combined with ascorbic acid, 
Cortalex, had little or no effect. In a few cases the 
sex hormones were also given, without demonstra- 


ble effect. 


(theory). 


orally, in large doses, were found to be of value. 
Mephenesin (Tolserol, Dioloxol, etc.) in doses of 2 
Gm. stat and 1 Gm. every two hours, as needed, is 
very helpful, for the nervous tension and tremor. 

Too much importance cannot be given to the 
effect of “AA tactics” when correctly used. The 
understanding support by one who has traveled 
the same road and who “speaks his language” helps 
immensely, and later participation in Alcoholics 
Anonymous provides a way of rehabilitation that 
cannot be duplicated elsewhere. 


It is remarkable to see the improvement in mental 
outlook and physical condition of these patients, 
often observable within fifteen minutes after treat- 
ment is started. There is a definite sedative effect 


GP ¢ Volume Vil, Number 3 


3 
Normal Adrenal H iency Wee 
Gland to Stress or rts 
feoholic Aleoholic 
Hypoadrenocorticism 
; 
7 
Discussion 
a4 


upon the acute alcoholic, along with a sense of 
euphoria. Frequently he will have a good night’s 
sleep, and almost always he will be able to take and 
retain juices or even solid food within a short time. 
This gives hope and confidence to a depressed and 
beaten individual. No adverse side effects were ob- 
served. ACE often was given in the presence of an 
elevated blood pressure, and the pressure often 
dropped as the patient improved. 

There seems to result an almost specific action in 
stopping the craving for alcohol. It has often pre- 
vented an almost sure binge when taken prior to in- 
dulgence. In every alcoholic, there are times of crav- 
ing for alcohol, whether conscious or not, and it is 
my belief that these are periods of hypoadreno- 
corticism. At any rate, this urge can almost always 
be abolished by an injection of the hormone. 

There were quite a number of failures. Invari- 
ably, of course, these were in patients who continued 
to imbibe. A number of failures were in patients ob- 
viously disturbed other than by alcohol alone. 

The very severe alcoholic often was sent to the 
hospital, where confinement plus the hormone pro- 
duced a satisfactory result. (This was counted a 
failure in this series, however.) Some of the patients 
were so disturbed that long psychiatric hospitaliza- 
tion was necessary. 


There is no lasting effect from this treatment. 
The procedure has been to try to establish re- 
habilitation while the patient received the hormone, 
then to let the rehabilitation take over the main- 
tenance of the patient, with occasional doses of the 
Lipo-Adrenal Cortex when the patient felt he 
needed it. 

Although the effect was often dramatic, in some 
cases there was gradual improvement only, and 
some who were obviously helped insisted that they 
saw no effect from the treatment. One great handi- 
cap was the inability to confine many of the pa- 
tients who needed it, due to refusal of admittance to 
any general hospital. However the results em- 
phasize the efficacy of the treatment of a condition 
usually so difficult to control on the outside, and so 
often discouraging to both physician and patient. It 
of course should be combined with the recognized 
supportive treatment of the alcoholic. 

It is strongly felt that the endocrine treatment of 
alcoholism is an excellent adjunct to our present 
therapy and should be more widely used. It is safe 
and effective. 

The endocrine treatment is especially well suited 
for use in general practice, for a large majority 
of the sick alcoholics can effectively be withdrawn 
and controlled without resort to hospitalization. 


New Etiologic Factor in Ectopic Pregnancy 


IN PATIENTS with damaged but patent tubes, tubal pregnancy is more likely to develop. 
Tubal occlusion may be prevented or converted to patency in patients with diseased tubes 
as a result of penicillin therapy. Since the advent of antibiotics, the reported incidence of 
ectopic pregnancy in various areas of this country has approximately doubled. The incidence 
of ectopic pregnancy in our own private practice is approximately three times as great as 
in those patients attended by other physicians at the Cedars of Lebanon Hospital during the 
same period. Furthermore, it is almost four times greater than the incidence that we en- 
countered in private practice ten years ago, prior to the use of penicillin. This difference in 
the incidence ratio appears to be directly related to the number of patients who received 
penicillin prior to the development of ectopic pregnancy. Penicillin therapy in pelvic in- 
flammatory disease may be an important etiologic factor in ectopic pregnancy.—L. Kroun, 
M. S. Priver, and M. H. Gorus, J. A. M. A., 150:1291, 1952. 
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Endolymphatic Carcinomatosis 
of the Lungs 


Merastases to the lungs may be confined almost ex- 
clusively to the pulmonary lymphatics. The deep intra- 
pulmonary lymphatic system extends through the 
bronchial, peribronchial, and perivascular tissue and 
drains into the hilar lymph nodes. The superficial 
pleural lymphatics drain the pleura and the peripheral 
portion of the lung, uniting to form a number of trunks 
which empty into the lymph nodes at the hilum. 

The primary lesion in pulmonary lymphangitic 
carcinoma is in the stomach in 70 per cent of the cases, 
while the remainder have occurred in the lung, breast, 
prostate, uterus, colon, gallbladder, tongue, kidney, 
ovary, and pancreas. 

In the pathogenesis, hilar lymph node involyement 
is followed by retrograde permeation along the pul- 
monary lymphatics. The pathologic findings consist 
of an increase in the size and firmness of the lungs. 
The lobules of the lung are delineated by the gray lines 
of dilated lymphatics giving the cut section a mottled 
appearance. Small nodules appear where the inter- 
lacing lymphatics intersect. The bronchi and blood 
vessels are surrounded by a cuff of tumor representing 
the involved peribronchial and perivascular lymphatics. 
The hilar nodes are obviously enlarged and diseased. 
Microscopically all the lymphatics are dilated and 
stuffed with tumor cells. In many cases tumor cells 
are found in the alveoli. Striking changes in the arterial 
vessels are often noted, characterized by thickening of 
the intima, media, and adventitia. Some of the vessels 
are actually occluded by tumor cells or thrombi. 

Symptoms due to lymphangitic carcinoma of the 
lung are frequent and often severe in contrast due to 
paucity of physical signs. The pulmonary symptoms 
may be more significant than those originating from the 
primary tumor. Dyspnea may be incapacitating and 
unresponsive to therapy. Asthmatic wheezing may be 
present due to bronchiolar narrowing. Cyanosis and 
pleuritic chest pain are not infrequent. A low-grade 
fever may be present. Cough may be very distressing 
and difficult to control. It may be dry or productive 
and at times the sputum is blood-streaked. Manifesta- 
tion of right heart failure may appear in those with in- 
vasion of the pulmonary arterioles. 

Roentgenograms show a diffuse pattern of linear 
densities extending from enlarged hilar lymph nodes 
toward the periphery of the lung. The pattern of thin 
lines disperses in an uneven manner into a fine network 
of strands scattered through which are many fine 
nodules. These strands are the radiologic expression 
of the involvement of the peribronchial, perivascular, 
and pleural lymphatics. The fine nodules represent 
points of intersection of the trabeculae or fine lymphatics 
seen in cross section. The involvement is usually most 
marked in the central and basal portions of the lung. 


Figure 1. Chest film showing linear and nodular 
densities throughout both lungs. Both hilar shadows 
are enlarged. Diagnosis: endolymphatic carcino- 
matosis (primary lesion, bronchiogenic cancer). 


Although the x-ray appearance of pulmonary endo- 
lymphatic carcinomatosis is striking and presents a 
typical pattern, the roentgen diagnosis is difficult unless 
a primary tumor or other sites of metastatic involvement 
are present.’ 


Figure 2a. Widespread linear densities extending 
from enlarged hilar shadows, fluid at left 
base. Diagnosis: endolymphatic carcinomatosis. 
2b. Large filling defect in prepyloric region 
indicative of gastric cancer, the primary lesion 
for pulmonary metastases shown in Figure 2a. 
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BY RAYMOND F. KAISER, M.D. 
Chief, Cancer Control Branch, National Cancer Institute, Bethesda 


Forward Glances in Cancer Control 


Ideas about ‘‘early"’ cancer are changing. A noteworthy example is carcinoma in situ. Knowledge of etiologic 


influences is growing, and diagnostic techniques are becoming more efficient. As these newer concepts of cancer 


are more widely appreciated and the methods of diagnosis are perfected, it is reasonable to assume that, in the 


not too distant future, the majority of cancer patients will be cured. The dream of cancer control is becoming 


a reality. 


Because oF rapid advances that have been made, 
particularly in the last decade, in the diagnosis of 
cancer of specific sites, and because of increased 
knowledge about cancer, there is available today a 
far greater degree of control, that is, a greater po- 
tential for preventing cancer deaths, than at any 
time during the history of the disease. These ad- 
vances make it necessary for physicians to abandon 
many cherished “basic concepts” and misconcep- 
tions in order to make possible the detection of early 
cancer. 


The Early Lesion 


One such change is in the concept of what is 
meant by an early lesion. In cervical cancer, for 
example, clinicians have long relied on abnormal 
vaginal bleeding as a cardinal sign of early cervical 
cancer. However, it is recognized today that such 
bleeding as a direct result of cancer means in the 
majority of cases that a gross lesion with possible 
ulceration is present, and this is not an early lesion 
in the present sense of the word. Also, in lung can- 
cer it is now recognized that cough, chest-pain, 
wheezing, expectoration, and loss of weight are 


manifestations of a late lesion. An early lesion 
produces no symptoms and reveals itself as a silent 
shadow on the x-ray film or through cancer cells in 
bronchial secretions on cytologic examination. 
Considering the purely clinical aspects of cancer, 


The person with cancer is usually 
seen first by the family doctor. 
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Early discovery of some cancers is aided by a cytologic 
test. After smears are taken a technician screens slides 
and marks ones with abnormal cells for pathologic study. 


it is apparent that the concept of an early lesion has 
materially changed, and a new standard for the 
term is indicated. 


The Etiology 


In regard to the etiology of cancer, there are 
several important findings that have been appreci- 
ated only recently. One of these is its universality. 
Cancer occurs in practically every type of verte- 
brate and all living multicellular organisms. 

Heredity. Recent studies suggest that heredity 
may play an important part in the predisposition to 
some types of human cancer. Morse and Gardner 
found that certain family groups showed a high 
concentration of breast cancer and gastric cancer. 
Cancer of the breast is three times as common in 
daughters of women with breast cancer as in the 
general population, and in the daughter the disease 
develops approximately ten years earlier than in the 
mother. Similarly, the incidence of gastric cancer 
is significantly greater among the relatives of gastric 
cancer patients than in the general population. In 
cancer of other sites, the hereditary susceptibility 
has not been demonstrated up to the present time, 
and it may be that heredity has little or no influence 
in some types. 

The Cancer Age. Much has been written concern- 
ing the so-called “‘cancer age” with the resultant 


development of the concept that cancer occurs 
rarely among people under 40 years of age. Numer- 
ous reports have recently appeared on the sizable 
numbers of cancer patients under 35 years of age. 
In fact, at the present time it cannot be said that 
there is a definite relationship between cancer of 
all sites and aging (Second International Geronto- 
logical Congress Report, St. Louis). Most observa- 
tions indicate that the relationship is more coinci- 
dental than actual. 

A clear-cut connection between cancer and aging 
cannot be established until more is known concern- 
ing the complexities of both processes; however 
some types of cancer may be due in part to changes 
in the body that are associated with aging. If the 
present concept of carcinoma “in situ” of the cervix 
is accepted, it means that cancer of this site is not 
unusual in the 20’s. The average age for patients 
with this lesion has been found to be 10 years 
younger than that for invasive cervical cancer. 

In the past, cancer has not been considered a dis- 
ease of children. Yet it is the third leading cause of 
death in children from 5 to 19 years of age. Today, 
cancer kills far more children than measles, diph- 
theria, whooping cough, poliomyelitis, and many 
other “childhood diseases.” Cancer can and does 
occur at any age, and youth is no protection against 
its development. 

The Race. There is considerable evidence which 
suggests racial differences in the incidence of cancer 
of specific sites. For example, Chinese appear to 
have a definite predisposition to nasopharyngeal 
cancer, which is reflected in an incidence many 
times higher than that in Caucasians. Recent reports 
have borne out the impression that cancer of the 
cervix rarely develops in Jewish women, although 
this lesion is occurring in Jewish women more fre- 
quently than formerly. The incidence of cancer of 
the cervix is higher in Caucasians than in Negroes, 
while the reverse is true of cancer of the body of the 
uterus. However, as far as has been determined, 
there is no race or group of humans in which cancer 
does not occur, and the best evidence indicates that 
cancer is not a disease of civilization. 

The Environment. Evidence from numerous in- 
vestigations points up the fact that there is no one 
etiologic factor in cancer. In skin cancer, for exam- 
ple, there are lesions that are found in increased 
numbers among people exposed to excessive sun- 
light (physical agent). Similar skin lesions result 
from repeated exposures to small doses of ionizing 
radiation (physical agent). Then there are skin 
cancers found in chimney sweeps, tar and pitch 
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workers, paraffin pressers, and mule skinners, which 
were shown by Cook and Kenneway in 1930 to be 
due to certain carcinogenic hydrocarbons (chemi- 
cal agents). Thus, even in this one type of cancer, 
there are a variety of agents that enter into its 
etiology. 

A number of materials to which workers are ex- 
posed in their environment will produce cancer, 
such as tars, soot, radium, x-rays, beta naphthyla- 
mine, benzidine, chromates, arsenicals, and some 
high-boiling distillates of petroleum. In addition, 
numerous other chemicals are suspected of being 
carcinogenic for humans. Over 900 have been 
shown to be carcinogenic for experimental animals, 
but much more work must be done to demonstrate 
that they are carcinogenic in humans. 

Nearly all the so-called occupational cancers and 
certain environmental ones have relatively long 
latent periods. In other words, regardless of the in- 
citing cause, it must act for a long time, a fact that 
partially accounts for the higher incidence of can- 
cer in older age groups. However, Berenblum has 
shown that if two different carcinogenic stimuli are 
successively applied they may be additive, causing 
the resulting cancer to appear sooner and at a 
younger age. 

An etiologic factor that seems to be related to the 
causation of one type of cancer—lung cancer—is 
tobacco smoking and particularly cigarette smoking. 
Early investigations of this factor yielded data which 
medical scientists viewed as inconclusive. However, 
more recent studies by Doll and Hill in Britain, and 
Graham and Levin in the United States, make it 
difficult to return a verdict of “not proven” in the 
case against cigarette smoking as a factor in cancer 
of the lung. The true nature and scope of the asso- 
ciation of cigarette smoking with lung cancer re- 
mains to be determined. 

Multiple Cancers. There is much evidence that 
once a person has developed a cancer which is sub- 
sequently cured, he has a much greater chance of 
having a second primary cancer than one not pre- 
viously so affected. Knowledge of this fact results 
from the studies of Gates which demonstrated that 
a general change occurs in the body as a result of 
cancer. This concept has importance from the 
standpoint of diagnosis and etiology. 


Cancer Diagnostic Tests 


There is no satisfactory diagnostic test for cancer 
which is as accurate as the Wassermann or Kahn 
test for syphilis, but there are curious and subtle 
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Physicians add to their knowledge of cancer by taking 
part in meetings of hospital tumor boards. Here a physi- 
cian (standing) discusses cancer patient with director of 
tumor clinic while board members and students look on. 


changes in blood proteins and other elements of 
body fluids which can be detected. A variety of diag- 
nostic tests have been developed. None is suffi- 
ciently accurate for clinical use, but the fact that 
some of them work to some extent is an indication 
that something tangible has occurred in the body 
of a cancer patient which may be susceptible to 
measurement in a diagnostic procedure. Further, 
intensive work in this area may result in a reason- 
ably satisfactory general diagnostic test for cancer. 

Today, however, there are certain techniques by 
which cancer can be identified in its earliest stages 
when the opportunity for control is greatest. One 
of these is the cytologic technique developed by 
Papanicolaou and Traut. This is applicable to a 
number of the body secretions or excretions— 
vaginal fluid, sputum, gastric washings, and urine. 
This technique is based on the facts that (1) cancer 
cells do not adhere closely together and conse- 
quently are shed readily, and (2) these cells have 
distinctive characteristics which permit them to be 
distinguished microscopically as cancer cells. 

It has been demonstrated that this technique can 
indicate the probable existence of uterine cancer, 
particularly where the cervix is involved, even in the 
absence of significant signs or symptoms and with- 
out suggestive gross findings. In fact, by means of 
this simple inexpensive technique which carries 
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with it no risk and a minimum of discomfort to the 
patient, it is possible to discover cancer in its earliest 
preinvasive stage as carcinoma “‘in situ.” 

The present concept of cancer “‘in situ” is that an 
appreciable number of epidermoid cervical cancers 
may pass through this stage before invasion begins. 
Combining this concept with the vaginal cytologic 
technique, and utilizing the physician’s office as the 
first line of defense, it should be possible to dis- 
cover this disease in its incipiency when its cura- 
bility approaches 100 per cent. 

The combination of the cytologic technique with 
palpation, adequate visualization, and biopsy con- 
firmation will result in definite progress in the early 
detection of cervical cancer. With early discovery 
in all physicians’ offices, followed by prompt ade- 
quate therapy, it should be possible within the fore- 
seeable future to control cervical cancer. 

The cytologic technique has been applied to 
gastric washings with a reasonable amount of suc- 
cess. However, there remains the difficulty of ob- 
taining a satisfactory specimen for examination. 
Recently, Papanicolaou and Cooper at Cornell have 
developed a gastric balloon which shows promise of 
great significance. The deflated balloon is swallowed 
by the patient, the balloon is inflated, and by gentle 
motion the inner lining of the stomach is abraded 
by a netlike arrangement which covers the balloon. 
Exfoliated cells and tumor cells cling to the net- 
work and, after deflation and removal of the balloon, 
this material can be subjected to cytologic examina- 
tion. 

This method should be more widely tested and 
evaluated; however, it does show considerable 
promise in combination with x-ray examination of 
the stomach, particularly in those cases where the 
x-ray shadows are not diagnostic of the nature of 
the lesion. In addition, the cytologic technique may 


Women’s role in cancer control can be demonstrated 
in lectures, movies, and pamphlets. The technique 
of breast self-examination, vital to control of breast 
cancer, is taught by illustrated lectures and movies. 


be helpful in patients with gastric complaints when 
the size and location of the lesion prevent identifica- 
tion by means of x-ray examination. Cytologic 
examination of gastric cells can aid in the establish- 
ment of the presence or absence of gastric carci- 
noma, and this procedure in combination with x-ray 
examination promises far greater control of gastric 
cancer than any single procedure developed to date. 

The cytologic technique has been useful as a diag- 
nostic aid in the discovery of early lung cancer. It 
has some advantage, when applied to sputum, in 
discovering lesions which lie beyond the reach of the 
bronchoscope. 

However, there is another means of discovering 
lung cancers which has only recently been appreci- 
ated. That is the small x-ray film used in photo- 
fluorographic screening of the population for tuber- 
culosis. In recent years hundreds of thousands of 
people have been examined by this means. These 
small films reveal not only tuberculosis but also lung 
shadows which may be early symptomless lung 
cancer. If examinees with these latter findings are 
afforded adequate diagnostic procedures, and if 
more persons over 40 years of age are included in 
such x-ray screening procedures, many early lung 
cancers will be discovered. 

Here then with a suitable combination of x-ray 
techniques, the cytologic technique, and other diag- 
nostic procedures, there is a great opportunity for 
the discovery of early lung cancer which affords 
previously unsuspected opportunities for the con- 
trol of lu: g cancer. 

Recent studies have shown that 90 to 95 per cent 
of breast cancers are first discovered as a breast mass 
by the woman herself, usually accidentally. It, 
therefore, seems reasonable to assume that if 
women could be taught to search for such masses 
at periodic intervals, more early breast cancers 
would be discovered. By teaching the women of this 
country a technique for breast self-examination, it 
is possible for women to share with their physicians 
the responsibility for discovering breast masses 
which in an appreciable percentage of cases may be 
breast cancer. The physician who is interested in 
early diagnosis can, by teaching his patients such a 
technique, receive immeasurable assistance toward 
the early discovery of breast cancer. If this tech- 
nigue can be made available to all women in the 
country, it will present a tremendous potential for 
the control of breast cancer. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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Urethritis in Women 


BY A. N. WILKINS, M.D. 
Conroe, Texas 


Urethritis in women is common but often misdiagnosed. Suspicion is aroused because of urinary frequency and 


burning, bladder pressure, and vague back or abdominal pains. Diagnosis is confirmed by demonstrating that 


the urethra is narrow. The most important treatment is urethral dilation, but sulfonamides and antibiotics also 


have a part, particularly during an acute inflammation. 


Ureruritis is one of the most frequent ailments of 
women. That this is not common knowledge is a 
great misfortune. It is a cause of acute and chronic 
discomfort, and no doubt many pelvic operations 
are done upon the female generative organs to re- 
lieve obscure pain, which in reality is due to genito- 
urinary pathology. Every general practitioner should 
be a urologist of sorts, and should have a high de- 
gree of suspicion for this condition. 


Etiology and Diagnosis 


Probably the chief cause of urethritis during the 
childbearing age is the constant bathing of the 
meatus by vaginal secretions. There are other con- 
tributing causes, such as trauma from childbirth or 
an attack of gonorrhea. In the newly-wed, the 
trauma of the sex act is sometimes an exciting 
cause. In children, infection with pinworms must be 
looked for. In older women, inelasticity of the tis- 
sues may lead to a pen-point meatus. 

Another important time to suspect the presence 
of urethritis is within the first few days post-partum, 
in patients who have had multiple catheterizations, 
or in whom there may be atony of the bladder and 
reflex dysuria from a painful episiotomy. With the 


present practice of having the new mother get upon 
her feet within the first few hours after delivery, this 
difficulty will be seen less often. 

The diagnosis of urethritis is suspected with a 
history of frequency, burning, bladder pressure, and 
nocturia, often combined with vague lower quadrant 
discomfort. Most important is the finding of urethral 
tightness to a sound below size 24 to 26 French. 
Pyuria is not necessary to the diagnosis. In fact, if 
pyuria is present in a catheterized specimen, there 
is associated cystitis or pyelitis. 

A sizeable part of a general practitioner’s prac- 
tice is made up of women who have a chief com- 
plaint of vague backache, and careful questioning 
should be done about the presence of some of the 
symptoms noted above, even to the asking of lead- 
ing questions, because these other symptoms may 
be such a part of her life that a woman is not aware 
that they indicate disease. In this way, the phy- 
sician may be able to solve some of those problems 
which try his ingenuity, with much satisfaction to 
both himself and his patient. For example, a 59- 
year-old white housewife complained of pain in the 
right lower back, right lower quadrant, and groin, of 
years’ duration. It took direct questioning to reveal 
that she also had moderate frequency and nocturia, 
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SET-UP FOR 
TREATMENT OF 
BLADDER AND 

URETHRA 


Figure 1. Set-up includes both male and female urethral sounds (smaller sizes may also some- 
times be needed), soft rubber catheter, cotton-tipped wooden applicators, metal applicator, Asepto 
syringe, metal cup, and one jar of plain K-Y¥ Jelly and one of 10 per cent cocaine in K-Y Jelly. 


five to eight times. The urethra admitted only a 
number 21 Fr. sound. It was dilated to a number 22 
Fr. On her next visit, a week later, she volunteered 
that her back pain was better, and subsequent dila- 
tions at weekly intervals brought the urethra to a 
size number 30 Fr. Nocturia was now only one time 


a night. 
Treatment 


The treatment of urethritis consists solely in 
dilatation of the urethra, and it is most gratifying 
that even one treatment will often relieve frequency 
and nocturia 50 to 75 per cent. Dilatation should 
be done at one- to two-week intervals until the 
urethra readily takes a number 28 to 30 Fr. sound. 

It cannot be emphasized too strongly that the 
greatest gentleness is necessary. A great tempta- 
tion exists to increase the size of the urethra too 
fast, which does not result in stretching, but in a 
tearing of the urethral walls. 

Actually, probably some of the benefit from this 
treatment is derived not so much from an increase 
in the size of the lumen of the urethra as from an 
emptying of the urethral glands. For instance, one 
of my patients, a 40-year-old woman had frequency 
and burning off and on for sixteen years. The fe- 
male organs were normal and the urine was clear, 
but the urethra was tight to a number 26 Fr. sound. 
Comparatively slight urethral dilation brought com- 
plete relief of her original symptoms and the state- 
ment that she felt better than she had in years. 

Technique of Dilation. The practitioner’s treat- 


ment room should be equipped with a large flat 
tray on which are placed sounds of various sizes, a 
jar of 10 per cent cocaine in K-Y Jelly, some wooden 
applicators with long slender cotton tips, and at 
least one slender metal applicator such as is used 
in ear, nose, and throat work (Figure 1). A cotton- 
tipped applicator is thoroughly annointed with 
cocaine jelly and is inserted into the urethra with a 
twisting motion and left in place for five to ten 
minutes in order to anesthetize the urethra thor- 
oughly. The size of the urethral meatus is esti- 
mated, and a proper-sized sound is inserted as a 
trial, usually beginning with a number 20 or 22 
Fr. The straighter, Hanks or Bard type, urethral 
sounds are better than the curved male type, since 
the urethra normally is almost a straight tube. Pres- 
sure should not be exerted upon the sound in order 
to force it into the bladder, but the sound should 
be allowed to fall in by its own weight. After pas- 
sage of sounds, the instillation of a very mild solu- 
tion of one of the silver compounds, acriflavine, or 
similar preparation may be helpful. The patient is 
told that for a period of twenty-four hours she will 
experience a mild exacerbation of her symptoms. 
A diagnosis of pyuria should not be made unless 
pus is found in a catheterized specimen. If this is 
present and the symptoms are very acute, no local 
treatment is given, but the patient is treated with 
one of the sulfonamides or antibiotics, and the acute 
phase allowed to subside. Therapy should not be 
considered complete, however, until it is ascer- 
tained that the urethra is of normal caliber, since 
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obstruction accounts for a great majority of urinary 
tract infections. Therapy with one of the sulfa drugs 
or antibiotics should be continued long enough to 
eradicate the infection thoroughly. Usually this 
takes at least ten days. 

Much of the medical writings about treatment 
of urinary tract infections is impractical because it 
teaches that the organisms responsible should be 
isolated and cultured, and their response de- 
termined to various chemotherapeutic and anti- 
biotic agents. Ninety-five per cent of these infec- 
tions respond to sulfa drugs, and, therefore, the 
added expense and trouble of these special studies 


should be left to their proper places in research and 
teaching hospitals. If the infection does not respond 
to one of the sulfa drugs, penicillin may be added, 
or trial can be made with one of the broad spectrum 
antibiotics. If proper response is not obtained to 
one of these drugs, the patient should be referred 
to a urologist, but in the meantime treatments 
should be continued if urethral stenosis is present. 
Certainly, in any case of urinary tract infection, the 
lower urinary tract should be thoroughly open 
before the upper tract is suspected of disease, un- 
less there is unequivocal evidence of upper urinary 
tract involvement. 


Here’s a Helpful Hint... 


For the Patient with an Injured Leg 


WHEN a patient has a fractured leg or some other injury that makes it hard to move him in 
bed, Dr. F. Donald Napolitani of New York fits him out with special shorts. They are pre- 
pared by slitting the outer side of one leg (on the injured side) and sewing pieces of tape for 
tying along the cut margins. Then the shorts can be slipped over the good leg, slid under 
the buttocks, and tied in place without having to move the injured limb. For a fancier cos- 
tume, a zipper could replace the ties. 
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Here’s a Helpful Hint. . . 


Care of the Patient at Home 


In att hospitals, a temperature record is kept in 
every case, and all doctors’ orders are written. 
A similar practice should be followed by doctors 
when they make house calls. The act of writing his 
directions for the care of the patient marks the doc- 
tor as being exact, conscientious, careful, thorough, 
and personally interested in the patient. It also 
indicates that his recommendations are of sufficient 
importance to warrant going to the trouble to write 
them down. 

A serviceable temperature record can be impro- 
vised on the back of a prescription blank, as shown 
in the cut. The written directions for the care of 
the patient will vary widely, depending on the na- 
ture of the illness, the age of the patient, and the 
preferences of the attending physician. 

As an example, consider the case of a 5-year-old 
boy who is ill with a febrile sore throat. The fever 
chart is made, the temperature at the time noted 
on it, and the chart handed to the mother with a 
few words of instruction as to how it should be used. 
Then, on the back of another prescription blank the 
nursing directions are written out, and each one is 
explained verbally. 

1. Take temperature four times daily. 

2. In bed or equivalent until temperature has been 
991% or less for twenty-four hours. 

(“Your son will probably be less restless if you 
let him lie on the couch in the living room instead of 
insisting that he stay in bed. To make sure that his 
temperature is really normal before you let him up, 
keep him off his feet until the temperature has been 
below 99% for twenty-four hours.”) 

3. Tepid sponge every two hours if temperature is 
over 102° and every hour if over 103°. 

(“The water should be tepid, not cold, and if 
you wish, you can use one part of rubbing alcohol 
to four or five parts of water.’’) 


4. Food as desired. 

(‘Usually with an illness of this kind, there is not 
much of an appetite, but if your boy is hungry, it’s 
all right to feed him light food even if he has fever.”’) 

5. Fluids freely. 

6. (Assuming that an oral penicillin preparation 
is used)— 

Give one teaspoon of the medicine three times 
daily on an empty stomach, i.¢., at least one-half 
hour before food or two hours after food (7 A.M., 
2:30 p.M., 10 P.M.). 


DATE 8AM | 12NOON | 4PM 8 PM 
13th 102% 102 
14th 98 98 8 


7. Report persistent high fever, headache, vomit- 
ing, earache, or swollen glands. 

(This medicine will probably clear up the infec- 
tion rather quickly, so I may not have to see him 
again, but call me if any complications, such as the 
ones listed, should develop.”’) 

It is conceded that all this takes a little time, but 
in most cases it would not exceed five or ten minutes. 
This time is well spent because one knows that the 
family understands what to do and when to do it. 
The knowledge they thus acquire will make unnec- 
essary a number of phone calls to the doctor. The 
total time spent answering telephoned questions 
would be at least equal to the time it takes to write 
down and to explain the instructions.—Lyon STEINE, 
M.D., Valley Stream, New York. 
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BY ARTHUR G. ZUPKO, PH.D. 
St. Louis College of Pharmacy and Allied Sciences, St. Louis, Missouri 


It is apparent that the use of rational therapeutic agents is predicated upon a knowledge of the pharmacologic 


rationale. The burden of acquiring this knowledge rests with the general practitioner if he is to benefit his 
patient as well as himself. He cannot escape this responsibility in view of the fact that the American 
pharmaceutical industry, with the co-operation of research personnel and medical and allied teaching 
institutions, is continually expending effort in developing new agents designed to be more specific in therapeutic 


activity. 


Ir 1s easily understandable that the tremendous in- 
flux of new synthetic and organic products has on 
occasion taxed to the limit the pharmacologic 
knowledge acquired by the general practitioner 
during his school years. The busy and full life led 
by most general practitioners necessarily imposes a 
limitation on the time they can allot to the study of 
new therapeutic agents. 

Since a good many new drugs fall by the way- 
side—victims either of fad or of thorough clin- 
ical study which disproves their value—the ques- 
tion is posed as to how the busy physician can 
best evaluate proposed additions to his armamen- 
tarium. Many methods have been suggested, but 
they all have as their basis an understanding of the 
pharmacologic rationale. Be it experimental evidence 
presented in leading articles of reputable journals, 
medical society meetings, lecture series, conven- 
tions, or even attentive consideration to the care- 
fully worded phrases of the medical service repre- 
sentative, the physician should adopt the most 
feasible means of acquiring this knowledge. His 


ultimate goal should be the use of rational and well- 
controlled therapeutic and preventive agents. 

The physician is frequently confronted with the 
necessity of making a choice among several drugs to 
be used in treating a specific disease. His choice 
should, of course, be predicated upon his pharma- 
cologic knowledge as well as available clinical data. 
This task is not always a simple one. Illustrative of 
this is the peptic ulcer problem. 


Control of Gastric Acidity 


The great variety of remedies suggested for the 
treatment of peptic ulcers is legendary, owing to the 
fact that there is little agreement as to the origin 
and mechanism involved. However, certain physio- 
logic and pharmacologic factors are apparent. Few 
will deny that gastric acidity is an important etio- 
logic factor in the production of peptic ulcer pain 
and hypermotility, and that the use of agents to 
combat this acidity is rational. 

The most frequently used agents are the gastric 
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antacids, which are of the systemic and nonsystemic 
types. These drugs may act by any of three mechan- 
isms: buffering, direct neutralization, or a combina- 
tion of adsorbing hydrogen ions, buffering, and 
neutralization. Table 1 shows the commonly used 
antacids with respect to their neutralizing capacity 
and their type and mode of action. Milk itself is, 
of course, a rather remarkable neutralizer, but it 
must be remembered that more than a liter is need- 
ed to bring the pH of 0.1 N HCl from 1.0 to 2.5. 

Sodium bicarbonate is apparently still prescribed 
far too often. The effect is prompt but the action is 
not long lasting. Large doses may induce systemic 
alkalosis by affecting the acid-base balance. The 
evolution of carbon dioxide is not desirable, since 
it increases the motor activity of the stomach. 
Many clinicians hold the view that the drug causes 
“acid rebound” which may aggravate existing pain. 
There is also danger of crystalline phosphates pre- 
cipitating in the bladder, ureter, and pelvis of the 
kidney. 

The magnesium salts are more effective than 
sodium bicarbonate but are likely to be cathartic in 
larger doses, especially in the case of magnesium 
oxide. Magnesium trisilicate is probably the best of 
this group, since it forms a gelatinous compound 
with the HCl of the stomach and coats the ulcer 
crater. There is no evolution of carbon dioxide as 
with magnesium oxide and magnesium carbonate. 
It has a slower but a more prolonged action than 
does sodium bicarbonate. There is no absorption 
with the magnesium salts, so they are not likely to 
cause systemic alkalosis. They are all more effective 
neutralizers than sodium bicarbonate. 

The calcium salts are nonsystemic antacids which 
neutralize gastric acidity slightly more effectively 
than sodium bicarbonate. 


Table 1. Neutralizing capacity of commonly used antacids. 


Aluminum phosphate and hydroxide are gels 
with some astringent properties and the ability to 
coat an ulcer crater. The acid-combining power of 
the phosphate is less than one-half that of the hy- 
droxide in the same concentration, so that doses 
are twice as great with the phosphate. These salts 
are not laxative like the magnesium salts but may 
actually be constipating. Often they are given in 
combination with magnesium oxide to prevent 
constipation. They are not absorbed systemically 
and cause no acid rebound in the stomach. Com- 
mercially available products of this type show dif- 
ferent reactions with 0.1 N HCl. The aluminum 
preparations act by adsorbing hydrogen ions as well 
as buffering and neutralization. 

All of the antacid drugs must be given in excess 
to the peptic ulcer patient. As shown clinically, the 
problem of neutralization is much more complicated 
in the stomach than in the test tube. Kirsner and 
Palmer showed that 2 Gm. of calcium carbonate 
was more effective than 16 Gm. of aluminum hy- 
droxide, although the respective equivalents in acid 
were 250 to 544 cc. of 0.5 per cent HCl. This was 
presumably due to the fact that in the stomach food 
is often incompletely mixed or layered, and the 
reaction is slower. 

Other approaches to the neutralization of gastric 
acidity have been used, for example, the anion ex- 
change resins. This group of polyamine resin com- 
pounds adsorb acid anions through giving up others 
in exchange, and also act as coating agents. Pepsin 
is inactivated as the result of acid removal but not 
through any direct action. These resins appear to 
be as effective as the antacids mentioned, but they 
do cause nausea and belching. 

The protein hydrolysates have also been used for 


neutralization of gastric acidity. There is some buffer 


compound 


amount 


quantity of 0.1 N HCI 


neutralized type and mode of action 


Sodium bicarbonate 


1 Gm. 


Magnesium trisilicate 1 Gm. 
Magnesium oxide 1 Gm. 
Magnesium carbonate 1 Gm. 
Magnesium hydroxide 10 cc. 8% 
Aluminum hydroxide (as dry aluminum oxide) 0.6 Gm. 
Calcium carbonate 1 Gm. 
Calcium hydroxide 1 Gm. 0.17% 
Aluminum phosphate 1 Gm. 


120 cc. Systemic by direct neutralization 

155 cc. in 4 hrs. Nonsystemic with buffering and 
some adsorption 

500 cc. Nonsystemic by direct neutralization 

200 cc. Nonsystemic by direct neutralization 

270 cc. Like magnesium oxide 

250 cc. to pH Nonsystemic with buffering, direct 

4.0 in one hour neutralizing, and adsorption 

210 cc. Nonsystemic by direct neutralization 

135 cc. Nonsystemic by some buffering and 
direct neutralization 

15 cc. to pH 4.0 Like aluminum hydroxide but less than 


within two hours half the acid-combining power 
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action, but no motor activity is required of the 
stomach to prepare them for intestinal assimilation. 
Unfortunately a secondary acid stimulation regu- 
larly follows their use. Protein hydrolysates are un- 
palatable and expensive, and they are likely to 
cause diarrhea, gas retention, and vomiting. As a 
result of sodium retention, an occasional edematous 
state is seen with their use. A patient with un- 
complicated peptic ulcer has little difficulty in 
digesting whole protein. 


Anticholinergic Drugs 


The need for suppressing gastric motility and 
spastic states is also fundamental in peptic ulcer 
therapy. Since the cholinergic nerves are motor and 
secretory to the stomach and motor to the intes- 
tines, agents capable of blocking cholinergic nerve 
stimulation are frequently used to lessen motor 
activity and hypermotility. In spite of the numerous 
atropine-like, synthetic antispasmodics possessing 
this action, atropine itself appears to be the favorite 
of many general practitioners. It is particularly 
useful in controlling pylorospasm in the peptic 
ulcer patient as well. Its action, however, is re- 
stricted to the effector organs of the parasympa- 
thetic nervous system. 

Recently several new anticholinergic drugs have 
been introduced, and two of these, Prantal and 
Banthine, have been well studied clinically. These 
drugs appear to exert not only acetylcholine- 
blocking action at the effector end organs but also 
appear to block both the sympathetic and para- 


Table 2. Comparative effects of Prantal and Banthine. 


Effect Prantal Banthine 


Onset of action 60-75 minutes 

Peak of effectiveness 90-120 minutes 

Duration of action 3-5 hours 

Side effects: 
Constipation 
Diarrhea 
Xerostomia 
Headache 
Dysuria 
Mydriasis 
Heartburn 
Drowsiness 

Tolerance 

Oral potency 

Gastric secretion 


30 minutes 
60 minutes 
3-5 hours 


None reported 
Occasional 
Occasional 
Occasional 
Occasional 
Occasional 

Rarely reported 
Occasional 

None reported 
One-half of Banthine 


Common 

None reported 
Very frequent 
More frequent 
Occasional 

More frequent 
Occasional 

More frequent 
Reportedly 5-10% 


More effective 
inhibition 
Parenteral 

administration 
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sympathetic peripheral ganglia. They have been 
shown to diminish significantly gastric motility and 
secretion as well as intestinal and colonic motility. 

Table 2 shows the comparative effects of Prantal 
and Banthine. Administration of these drugs causes 
variable side effects, but most of them are transi- 
tory. Occasionally it is necessary to discontinue the 
medication when the side effect becomes too severe. 
Orally, Banthine appears to give better results than 
Prantal in many cases, although the side effects are 
greater and more troublesome. Some clinicians use 
both, administering one during the day and the 
other at night. When parenteral administration is 
indicated, Prantal seems to be more satisfactory. 

The continuous search for more effective sub- 
stances in this field of therapy will unquestionably 
bring forth many new anticholinergic agents. One 
of these has only recently been marketed under the 
name of Antrenyl which, through its pharmacologic 
properties of diminishing gastric secretion and 
motility, shows excellent promise in the field of 
peptic ulcer therapy. More information will be 
required to permit drawing conclusions as to the 
over-all usefulness of the drug. Of interest, too, is 
the preliminary clinical study now being conducted 
with Pro-Banthine, an isopropyl derivative of 
Banthine, designed to overcome the side effects of 
the parent drug. 


Sedatives and Hypnotics 


Most clinicians would also agree that states of 
emotional stress and tension with concomitant in- 
creased nervous activity play an important role in 
the etiology of peptic ulcers. The necessity for 
sedation here is apparent; therefore a consideration 
of the commonly used sedatives and hypnotics seems 
appropriate. 

The difference between sedative and hypnotic 
actions is usually one of degree. A sedative is 
usually administered to dull reactions to external 
stimuli and lessen spontaneous cerebral activity 
without interfering with the routine work day of the 
patient. A hypnotic is administered to induce 
natural sleep, usually at the end of the day. Seda- 
tion during the day usually enables the patient to 
sleep at night. 

Although the physiologic mechanism of sleep is 
unknown but probably dependent upon decreased 
activity of the hypothalamus, there are many good 
pharmacologic agents available to keep a patient 
quiet and induce natural sleep, particularly when 
all other measures fail. It must be remembered that 
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these agents are comparatively useless in relief of 
pain, extreme restlessness, or discomfort. 

The principal sedative and hypnotic drugs used 
most frequently today are shown in Table 3, to 
which may be added various other agents, viz., 
chlorobutanol, the organic bromides, alcohol, and 
others. 

There is no doubt that both sedative and hypnotic 
effects can be more reliably achieved with the bar- 
biturates than with any of the other drugs. Proper 
selection of the barbiturates is most important, with 
particular consideration being given to onset of 
action and duration of effect. These should, ob- 
viously, coincide with the patient’s needs. Although 
occupying an extremely valuable place in the thera- 
peutic armamentarium, the barbiturates leave much 
to be desired. There is an increasing awareness of 
the habit-forming properties of the barbiturates. 
Their benefit in combating insomnia is frequently 
offset by the occurrence of hangover and mental 
depression the morning following their administra- 
tion. 

It has been repeatedly pointed out that an ac- 
cessible supply of the barbiturates in the home is a 
hazard to the curious child and the depressed 
psychotic with suicidal tendencies. Table 4 shows 
the fatal doses of some of the commonly used bar- 
biturates. The side effects and contraindications in 


barbiturate therapy are also to be considered in 
selecting the agent for sedative or hypnotic effect. 
Chloral hydrate has the distinct disadvantage of 
being an irritant to the gastrointestinal tract. Several 
commercial houses have successfully masked the dis- 
agreeable taste. Interest in chloral hydrate has 


Table 4. Fatal doses of barbiturates. 


median oral dose 
drug in humans 


Barbital 
Phenobarbital 
Amytal 
Pentobarbital 
Seconal 


6.0 Gm. ( 85 mg./kg.) 
9.7 Gm. (138 mg./kg.) 
1.6 Gm. ( 23 mg./kg.) 
1.0 Gm. ( 14 mg./kg.) 
1.0 Gm. ( 14 mg./kg.) 


recently been revived for use in the geriatric 
patient, since there are no hangover symptoms and 
mental depression the following day. Attention 
should be paid to the possibility of respiratory 
depression in these patients. The geriatric patient 
is also responsive to alcohol as a quick-acting 
hypnotic, but only if he is accustomed to it. 

Chlorobutanol is a chemical modification of 
chloral hydrate. Its use seems to be confined to 
inducing sedation in bouts of vomiting due to 
nervous Causes. 

The inorganic bromides are not advised as 
hypnotics, since their onset and duration of action 
are extremely prolonged. The organic bromides, 
carbromal and bromural, are not potent hypnotics 
but are occasionally used as sedatives. They do not 
appear to offer any particular advantage. 

Paraldehyde is rarely used today because of the 
persistency of its odor as well as the contraindica- 
tions for its use. It is an excellent hypnotic and 
would seem to be deserving of a better fate. 

Dormison, a new agent containing no nitrogen, 
bromine, urea residues, sulfone groups, or any 
chemical configuration resembling the hypnotics 


Table 3. Effects of commonly used hypnotics. 


duration 
of effect 


action begins 


hypnotic in min. 


respiratory 
depression 


misc. effects contraindications 


Barbiturates 


(short acting) 15-30 2-4 hrs. 


Dermatitis, antidiuretic 


action, decreased tone of Hepatic and renal disease 


Barbiturates 


(long acting) 4-8 hrs. 


G.l. tract, habituation 


Bromides Days-Weeks 


Tuberculosis, advanced 
arteriosclerosis, cachexia, 
dehydration 


Not advised as a 
hypnotic 


Chloral Hydrate 


Hepatic, renal, or cardiac 


Irritant to tract 
disease 


Paraldehyde 


Bronchopulmonary disease, 
hepatic insufficiency, 
gastroenteritis 


Odor, lasting as long as 
24 hrs. 


Negligible 


(Belching, bad after-taste) 
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Yes 
: 
Yes 
Dormison 5-30 1-2 hrs. No _ = 
58 


Table 5. Side effects with Dormison. 


absent in 261 patients (89.0%) 
present in 32 patients (11.0%) 
symptom number of patients 


Belching 

Bad after-taste 
Hangover 
Nausea 
Headache 
Vomiting 
Anorexia 
Dizziness 
Diarrhea 


now in use, is composed only of carbon, oxygen, 
and hydrogen. This agent is a rapid and short- 
acting hypnotic with little hangover effect or mental 
depression following its use. It does not appear to 
depress respiration even in extremely large doses. 
There is no evidence to indicate that Dormison 
possesses habit-forming or addiction properties as 
do the barbiturates. A recent study indicates that 
the side effects of this agent are negligible (Table 
5). No definite contraindications have been report- 
ed, but the drug should never be given concom- 
itantly with barbiturates since it potentiates their 
action. 


Cardiovascular Diseases 


Cardiovascular disease, as we all know, is the chief 
cause of death, and much of it can be attributed to 
hypertension or to coronary heart disease. In many 
patients the two disturbances are combined. 

It may be of special interest that a recent report 
from England states that general practitioners 
appear to be more susceptible to coronary heart 
diseases than any other group of civilians. The 
incidence among general practitioners is twice as 
high as among nonmedical contemporaries. Dr. 
William Salter, the late pharmacologist at Yale 
University Medical School, who recently died at the 
age of 51, made the prophetic statement, “The 
people who do things continue on their life’s 
work with the sword of circulatory failure ever 
hanging over them—its two edges, the sudden 
heart attack and apoplexy.” 

Limitation of space precludes thorough discus- 
sion of the pharmacologic basis of therapy in the 
various cardiovascular disorders. Since the general 
practitioner probably encounters hypertension and 
cardiac arrhythmias more frequently than any other 
cardiovascular entities, it would appear logical to 
comment only upon antihypertensive agents and 
drugs used in cardiac arrhythmias. 
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Drugs for Hypertension 


From the welter of contradictory therapeutic con- 
cepts and out of the confusion regarding the cause of 
elevated blood pressure, this fact remains concern- 
ing hypertension: the medical treatment of benign 
and malignant forms of the disease has made com- 
paratively little progress. One of the difficulties has 
been the absence of suitable hypotensive agents. 
Discouraging results have followed the use of local 
vasodilators whose effects upon blood pressure are 
often inconsistent, transient, and too often followed 
by complicating side effects. Diet, as an adjunctive 
measure, is increasingly recognized as important 
though at times difficult for the patient to follow, 
and for this reason cannot be relied upon as an 
effective therapeutic measure in the later stages of 
hypertension. 

We now realize that high blood pressure is not a 
disease entity but a physical sign (hyperpiesis) re- 
flecting a disturbance of one or more of the factors 
which control the level of the systemic arterial 
pressure. The factors mainly responsible for the 
maintenance of normal blood pressure are: the 
pumping action of the heart, the peripheral re- 
sistance, the quantity of blood in the arterial system, 
the viscosity of the blood, and the elasticity of the 
arterial walls. Since the diastolic blood pressure is 
indicative of the underlying causative factor of 
peripheral resistance, the general practitioner is 
naturally concerned with this pressure in the 
treatment of hypertension. 

Treatment of essential hypertension, which con- 
stitutes 80 to 85 per cent of all cases and is believed 
to be influenced by hereditary, psychic, and en- 
docrine factors, is largely symptomatic and pallia- 
tive. The ideal treatment would inhibit spreading 
of the vascular diseases accompanying hyperten- 
sion, and would also lower blood pressure to relieve 
the heart of its extra load. Unfortunately, such 
specificity and effectiveness in treatment are un- 
available. 

The list of therapeutic agents used for hyper- 
tension is lengthy, due perhaps to the difficulty in 
evaluating these agents. It has been pointed out 
that we do not have a relatively nontoxic drug that 
will invariably bring the blood pressure down with- 
in normal limits and keep it there when read- 
ministered at practicable intervals. 

Probably most commonly prescribed for the hy- 
pertensive is the nitrite-type drug which acts 
directly upon the smooth musculature of arterioles 
to dilate them. Table 6 shows the blood pressure 


32 
21 
12 
10 
4 
4 
3 
59 


Blood pressure response of hypertensive p to therapeutic doses of nitrites. 


time of onset 
of fall (min.) 


time of 
recovery (min.) 


time of greatest 
fall (min.) 


extent of systolic 


agent fall (mm. Hg) 


Y2to 1 
lto 2 
5 to 20 
15 to 30 
15 to 30 


2to 3 
5to 10 
25 to 40 
30 to 50 
60 to 120 


15 to 25 4to 8 
15 to 30 25 to 40 
25 to 40 60 to 150 
30 to 40 180 to 300 
30 to 40 240 to 360 


Amy] nitrite 
Nitroglycerin 
Sodium nitrite 
Erythrol tetranitrate 
Mannitol hexanitrate 


response of hypertensive persons to therapeutic 
doses of nitrites. The longer acting organic nitrates 
are generally used in hypertension, the shorter 
acting nitrites being limited in use to treatment of 
angina pectoris and other conditions of coronary 
insufficiency, but even here the xanthines, papa- 
verine, and Paveril are as effective or more so. 

Both erythrol tetranitrate and mannitol hexani- 
trate presumably break down into nitrite derivatives 
in the body, although some authorities are of the 
opinion that the depressor response is elicited by 
virtue of their specific chemical configuration. When 
induced, the response to these organic nitrates may 
last from three to six hours. Studies have shown 
that if these drugs are taken on a full stomach they 
are destroyed in the intestine by enzymatic and 
bacterial action. If effective, considerable difficulties 
may be encountered with headache. In fact, the 
chief limitation of these drugs usually is the inten- 
sity of the headache they produce. Obviously it 
would then be wise to approach the regular dosage 
gradually, even by splitting tablets if necessary 
until a proper dosage is used. 

Of current interest are three agents whose 
mechanism of action differs vastly from the nitrite 
types; these are the methonium compounds 
(characterized by C-6), Apresoline, and the vera- 
trum viride types. Table 7 attempts to show some of 
the comparative differences seen with clinical use 
of these agents. 

The mode of action of these agents is of particular 
interest since it gives an insight as to how causal 
considerations of hypertension go hand in hand 
with well-reasoned and logical methods of therapy. 
C-6 acts as a purely competitive blocking agent at 
the ganglionic synapse. Although highly active in 
competing with acetylcholine at this site, it lacks 
neuromuscular blocking action, has no atropine- 
like action, no atropine sensitive muscarine-like 
action, and no inhibition of cholinesterase; there- 
fore it has a remarkable specificity. 

The action of Apresoline is largely central and 


involves no sedative component. It exerts a mod- 
erate degree of adrenergic blocking action against 
the pressor effects of epinephrine and nor-epi- 
nephrine. Its chief locus of action is the midbrain, 
with the result that an excessive outflow of sym- 
pathetic vasopressor impulses is prevented. It in- 
hibits pressor actions of substances considered of 
import, 7.¢., angiotonin, serotonin, pherentasin, 
etc. It also inhibits pressor material of cerebral 
origin, making it effective in neurogenic hyperten- 
sion where extensive lumbodorsal sympathectomy 
has failed to give benefit. 

Veratrum viride preparations cause a diminu- 
tion of arterial resistance, the blood pressure fall 
being accomplished presumably by reflexogenic 
vasodilatation. Studies indicate that the stimulus 
arises from the myocardium of the left ventricle 
and is carried exclusively by the afferent fibers of 
the vagus nerve. 

All these agents are being further evaluated 
clinically, and it is reasonable to assume that even 
better hypotensive agents will come about as a re- 
sult of these studies. 

The so-called Dibenamine compounds have not 
been accepted by clinicians as yet, mainly because 
of their side effects and ineffectiveness of oral ad- 
ministration. 

There are many physicians who persist in the 
use of potassium thiocyanate in chronic hyperten- 
sion. This drug has a vasodilator effect on smooth 
muscles of smaller blood vessels. To be efficacious 
it is necessary to maintain a serum level of 8-14 
mg. per 100 cc. Even with such a level, serious 
toxic symptoms arise, 7.¢., severe weakness, mus- 
cular cramps, extreme nervousness, hypothyroid- 
ism, skin eruptions, coryza, etc. In general, the 
thiocyanates are not recommended in the treatment 
of chronic hypertension, especially if hypertensive 
heart disease is present. 

Since hypertension eventually produces changes 
in the cardiovascular and renal systems, theophyl- 
line in its many forms, particularly as aminophyl- 
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line, may prove a helpful adjunct in the manage- 
ment of hypertension accompanying generalized 
arteriosclerosis. This agent causes a generalized 
vasodilatation by directly relaxing the blood vessel 
walls, including the coronary arteries; slows the 
heart through vagal stimulation, and directly stim- 
ulates the myocardium. A large group of cardi- 
ologists, however, doubt its efficacy in heart dis- 
ease. 


Drugs for Cardiac Arrhythmias 


The general practitioner commonly encounters 
aberrations in the form of alterations in rate and 
rhythm of the heart. It should be recalled that the 
cardiac impulse is initiated at the SA node and 


propagated in all directions through both auricles 
and down to the AV node. After a brief delay at 
the node, the wave of excitation spreads through 
the ventricles along the main branches of the bun- 
dle of His and the Purkinje arborizations. 

The vagi are inhibitory to the heart; stimulation 
of the right vagus slows and weakens auricular con- 
traction whereas stimulation of the left vagus can 
prevent AV conduction. Continuous vagal stimu- 
lation will result in auricular depression, but the 
ventricles escape from this influence and establish 
their own rhythm with impulses initiated below the 
AV node. There is little evidence to indicate that 
the vagi alter rate or rhythm in the ventricles. 

Beckman has compiled a list of drugs used in 


Table 7. A comparison of C-6, Apresoline, and veratrum viride. 


C-6 


Apresoline 


Veratrum Viride 


Competitive blocking agent 
at ganglionic synapse. 
Removes abnormal 
sympathetic constrictor 
tone. 


Acts on midbrain to 
prevent excessive outfiow 
of sympathetic vasopressor 
impulses. Also adrenolytic 
and sympatholytic. 


Reflex vasodilatation. 
Nerve pathways of reflex 
found in vagus and 
sympathetic outflow of 
autonomic nervous system 
(esp. heart and lung) 


Administration 


Oral not too satisfactory 
(Irregular, poor absorption) 
LL.M. and subcutaneous 


Oral in most patients 


Easy to give orally 


Tolerance 


Occurs with continued 
administration 


True tolerance may 
occur, not always 


Very slight 


Graded responses 


Easy to difficult 


Easy 


More difficult 


Side effects 


Faintness, lassitude, 
constipation, dysuria, 
impairment of pupillary 
reactions to light and 
accommodation 


Headache, nasal stuffiness, 
some lacrimation, 
conjunctivitis, edema, 
dizziness, vomiting 


Nausea, vomiting, some 
dizziness, slowed pulse, 
shallow respiration 


Antagonize side effects or 
overdosage 


Sympathomimetic amines 


Antihistamines 
Antacids 
Ergotamine tartrate 


Atropine (Vagal effects) 


Postural hypotension 


Essential element 


Present as side effect 


inconspicuous 


Hypotensive action 


Excessive in many cases 


May be excessive 


Not excessive 


Therapeutic range 


Narrow 


Wider 


Narrow 


Action vs. hormonal cerebral 
substance 


None 


Inhibits 


None 


Action vs. endogenous factors 
{angiotonin, pherentasin, and 
serotonin) 


Questionable 


Inhibitory influence 


Questionable 


Drowsiness with barbiturates 


Questionable potentiation 


Potentiates 


Does not potentiate 


Heart rate 


Unchanged or tachycardia 


Accelerated 


Bradycardia 


Dosage and duration of action 


Guided by response of 
individual. Oral vs. 
parenteral 


Individual response. 
Optimal dosage with oral 
300-400 mg. daily 


Individual response and 
type preparation used 
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Table 8. Drugs employed in the arrhythmias (After Beckman). 


Paroxysmal Auricular Tachycardia Ventricular Tachycardi Premature Contractions 
Quinidine Quinidine Quinidine 
Digitalis Atropine Potassium chloride 


Mecholyl Potassium chloride Diethylaminoethanol 
Neosynephrine Morphine Pronesty! 
Prostigmine Magnesium sulfate 
Magnesium sulfate Diethylaminoethanol Heart Block 
Emetics Pronestyl Atropine 
Propylthiouracil Digitalis Epinephrine 
Barium chloride 
Sinus Tachycardia and Bradycardia Auricular Flutter 
Quinidine Quinidine Resuscitation 
Prostigmine Digitalis Epinephrine 
Procaine 
Auricular Fibrillation Nodal Tachycardia Barium chloride 
Quinidine Quinidine 
Digitalis Prostigmine 


Atabrine 


treating the arrhythmias as shown in Table 8. It is 
apparent that of all the drugs employed in the 
treatment of arrhythmias, the outstanding one is 
quinidine. It remains the drug of choice for the 
treatment of the majority of cardiac arrhythmias. 
In some cases, restoration of normal sinus rhythm, 
or even slowing of the ectopic beats, may be a 
lifesaving measure. In other instances, return of 
normal rhythm may eliminate symptoms that are 
alarming to the patient. 

The most important pharmacologic property of 
quinidine is its ability to lengthen—as much as 
100 per cent—the refractory period of the heart. 
The usefulness of the drug in clinical medicine de- 
pends upon the fact that ectopic foci of cardiac 
stimuli are more sensitive to the depressant action 
of quinidine than is the SA node from which normal 
rhythmic stimuli arise. When large amounts of 
quinidine are administered, there is danger that 
both normal and abnormal sources of heartbeat will 
be depressed and asystole will result. If bundle 
branch block or intraventricular conduction delay 
is already present, an average therapeutic dose of 
quinidine may augment heart block, with lethal 
consequences. 

Large doses of quinidine sometimes block the 
slowing action of the vagus nerve. This effect of 
the drug accounts for the increase in heart rate 
which is occasionally noted during quinidine ther- 
apy. 

A recent review of quinidine points out that 
three aspects of therapy are worthy of considera- 
tion. First, intensive therapy is justified where 


tachycardia has reduced cardiac efficiency to a level 
that is not compatible with life. In this situation, 
it is pointed out that the hazard of large doses may 
be justified as a lifesaving measure. Secondly, elec- 
tive therapy should be instituted for the treatment 
of an arrhythmia which does not endanger the 
patient’s life but which may cause unpleasant symp- 
toms or have dangerous sequelae. With most pa- 
tients, conversion to regular rhythm should not be 
attempted until optimal conditions have been es- 
tablished. Thirdly, prophylactic and maintenance 
therapy is often used where it is possible to avoid 
development of a serious type of arrhythmia by 
giving quinidine when premonitory signs, such as 
frequent extrasystoles, exist. In some cases, it is 
necessary to continue quinidine therapy for an in- 
definite period of time after normal sinus rhythm 
has been restored. 

Most clinicians agree that when the need for 
quinidine is not extreme, it is advisable to begin 
therapy by administering 0.2 Gm. as a test for 
idiosyncrasy to the drug. If untoward symptoms 
have not appeared within thirty minutes, a full 
therapeutic schedule may be undertaken. Although 
quinidine is eliminated from the body at a fairly 
rapid rate, accumulation occurs when the same 
dose is given at intervals of two to three hours, 
until an equilibrium between intake and loss is 
reached. Recent studies have indicated that the 
total amount of quinidine is not so important as the 
number of hours over which quinidine is given and 
the size of the individual dose. 

The indications for the use of quinidine, as well 
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Table 9. Quinidine therapy (after DiPalma and Shults). 


STRONGLY ADVISED 
1. Fresh fibrillation or flutter with a normal roentgen heart 
shadow, normal heart sounds, and normal blood pressure 

2. Ventricular tachycardia 
3. Post-thyroidectomy flutter or fibrillation 


GENERALLY ACCEPTED 

1. Relatively old flutter and fibrillation 

2. Ventricular premature beats 

3. Paroxysmal auricular or nodal tachycardia which fails to 
respond to other measures 

4. Auricular fibrillation occurring during myocardial infarction 


OFTEN GIVEN—EVIDENCE IN FAVOR SLIGHT 
1. Prophylaxis of arrhythmias in myocardial infarction 


STRONGLY CONTRAINDICATED 

1. Complete heart block 

2. Bundle branch block or intraventricular conduction defect 
(questionable) 

3. Subacute bacterial endocarditis 

4, Overdigitalization 


GENERALLY REJECTED 

1. Congestive failure 

2. Auricular fibrillation which has replaced angina pectoris 
3. Hyperthyroidism with sinus tachycardia 

4. Markedly enlarged heart 

5. Severe mitral stenosis 


OFTEN REJECTED—EVIDENCE OF DANGER SLIGHT 
1. Risk of embolism from auricle 
2. Rise in ventricular rate in flutter 


as the conditions in which it has little to offer, 
have been well studied and are shown in Table 9. 


Drugs for Epilepsy 


The search for drugs which will adequately con- 
trol epilepsy has been greatly assisted during the 
past several years by the advances made in recog- 
nition, classification, and treatment. With the intro- 
duction of the electroencephalograph by Hans Berg- 
er in 1929 and the subsequent work of the Gibbses 
in developing electroencephalography, the basis was 
provided for specific treatment and objective evalua- 
tion of results. 

Present knowledge indicates that epileptic seiz- 
ures are associated with occasional excessively rapid 
and uncontrolled local electric discharges in the 
gray matter. Small groups of neurones predisposed 
by acquired injury or by an inherited defect are set 
off by a variety of circumstances and involve the 
motor cortex to give tonic-clonic seizures as in 
grand mal or more limited manifestations. Lennox 
has conveniently classified the principal forms of 
epilepsy and their characteristics, as seen in Table 10. 

Although the treatment of epilepsy by drugs re- 
mains somewhat symptomatic, this activity has at 
least given the physician a number of choices which 
may be applied singly or in combination. However, 
the use of these drugs is complicated by the fact that 
they are often effective against one kind of epilepsy 
and either ineffective or aggravating against another. 

Table 11 shows the value of drugs in the common 
forms of epilepsy. As can be noted in the table, 
there is no one drug or therapy that is highly effec- 
tive against even the three basic types of epilepsy. 
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Table 10. Epileptic seizures and their characteristics. 


type of seizure chief characteristic 


Jacksonian March of sensation or motion with con- 


sciousness retained 


Focal convulsion One-sided convulsion or localized symp- 
toms initiating generalized convulsion 
with consciousness lost 

Grand mal Generalized tonic-clonic convulsion with 
consciousness lost 

Psychomotor Periods of amnesia, with or without 
tonic muscular spasms or contortions 

Petit mal Transient lapse of consciousness, mini- 
mal rhythmic jerking at three per 
second 

Myoclonic jerks Lightning-like jerks of extremities 
with consciousness probably retained 

Akinetic Sudden loss of posture with falling 


or nodding 


Table 11. Value of drugs in common forms of epilepsy. 


drug grand mal psychomotor seizures petit mal triad 
Bromide +++ i) Oor — 
Phenobarbital ++++ +0 
Mebaral ++4++ +0 
Dilantin ++++ ++++ Oor — 
Mesantoin ++++ ++++ 
Tridione Oto — ++4+4+ 
Paradione - Oto — +++ 

(less side effect) 

Phenurone + +++ + 
Caffeine 0 ? +0 
Ephedrine 0 ? +0 
Dexedrine 0 + +0 
Ketogenic diet +0 ? + 
Water deprivation +0 ? 0 
1-Glutamic acid Oor — +? +? 
Mysoline +? +? ? 
Hibicon +? +? ? 
Themisone +? +? 0 


Legend: + Benefit, — Condition aggravated, 0 No benefit, 


+ 0 Occasional benefit, ? Insufficient data- 


x: 
63 
: 
> 


Once again the physician is confronted with the 
necessity of making a choice. To do so intelligently, 
obviously he must be acquainted with the effective- 
ness of a drug for a specific seizure as well as the 
side effects of the drug of his choice. 

New anticonvulsant agents are appearing with 
greater frequency than at any other time, presum- 
ably due to the vast amount of research being done 
in this field. Hibicon, Mysoline, and Themisone are 
three new agents which show great promise, par- 
ticularly against grand mal and psychomotor seiz- 
ures. Further clinical evaluation will be necessary 
before these drugs are adopted for routine use. 
Thiantoin, used by many in grand mal and petit 
mal seizures, has been omitted from the list of useful 
agents since it is no longer marketed. 


Table 12. Antimicrobial agents (after Salter). 


All of these agents can produce serious side effects 
ranging from skin rashes, visionary disturbances, 
gastric and liver inflammations to personality changes 
and toxic psychoses requiring hospitalization. Ex- 
treme care should be exercised in treating those pa- 
tients who have previously shown personality 
disorders. 

These pharmacologic agents can lessen and may 
even completely prevent the recurrence of seizures. 
Unfortunately we cannot specifically treat the indi- 
vidual attacks or cure the disease. It has been sug- 
gested that the safest practice is always to start a 
patient on phenobarbital or perhaps a mixture of 
phenobarbital and one of these agents and continue 
for several months. If results are not satisfactory, 
change gradually to one of the newer drugs by aug- 


infective organism 


sulfonamide _ penicillin 


chloram- 


phenicol 


streptomycin aureomycin 


terramycin 


GRAM-POSITIVE BACTERIA 
Hemolytic streptococci 


a 
a 


A a a a 
nN a a a 
A -combined- A a a y 
A 2 a a a 
A? a a+ a a 
A a? a a a 
A a a a 
B Y 

? 2 


GRAM-NEGATIVE BACTERIA 
Ps. pyocyaneus Oo 

E. typhosa 
Brucella 


K. pneumoniae (Friedlander) . . B 
Ducrey bacillus 


a a a a 
A a a a a 
° a A A A 
O° a A A A 
° B ° B a 
° B ° B a 
ie) a? a? a? 
° a A B A 
B y 

(a combined) A a a 
° A++ B 2 B 
° A a a 
fe) a a A 
° A A 
° A A a A 
A xX x 
° A 

a x xX 


Legend: A—drug of choice—vusually effective. 
X—new drug may prove to be drug of choice. 
O—of no value. 
-++-—aureomycin preferred in furunculosis. 
+-+—with sulfadiazine. 
*—Gantrisin. 


a—active drug, but other drug preferable. 

B—has some activity, but therapeutic results generally not 
favorable. 

y—new drug, has some activity, probably will not prove to 
be drug of choice. 
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menting the older drug with half doses of the newer 
drug, increasing the latter until full dosage is 
attained, providing no serious effects have been 
observed during the course of the therapy. 


Anti-infective Agents 


The field of antibiotic therapy has grown to such 
proportions that it would be impossible to discuss 
it in its entirety. There are two facets of antibiotic 
therapy that are of mutual interest to the general 
practitioner and the pharmacologist. One concerns 
the effective use of antibiotics and the other, the 
toxic manifestations encountered. 

It becomes apparent at the onset that a considera- 
tion of the effectiveness of these agents must neces- 
sarily entail a discussion as to their action on certain 
infective organisms. For the sake of brevity, I shall 
confine my remarks to the more commonly encoun- 
tered infections brought about by Gram-positive 
and Gram-negative organisms, forsaking any detailed 
discussion of the effectiveness of antibiotics against 
the acid-fast bacillus, spirochetes, viruses, rickett- 
siae, or fungi. 

Salter has compiled a table showing the effective- 
ness of various antimicrobial agents, including the 
sulfonamides, against common infective organisms. 
A portion of this compilation is shown in Table 12. 

It is to be noted that penicillin is the drug of 
choice for almost all the Gram-positive organisms 
listed, although other antimicrobial agents are active 
against these organisms. It is to be further noted 
that, with the exception of the gonococcus, peni- 
cillin is of little or no value against Gram-negative 
organisms. It is thought that the effectiveness of 
penicillin against Gram-positive organisms is due 
to its ability to inhibit the assimilation of glutamic 
acid and lysine by those Gram-positive organisms 
that do not make but require glutamic acid for 
growth. The critical effect appears to be on the 
assimilation, not oxidation, of the amino acid. 

In each of these Gram-positive infections, when 
penicillin is ineffective, the physician has two or 
three other pharmacologic agents available, provid- 
ing the infection is not overwhelming or of a fulmi- 
nating character, in which case the “second chance” 
is often not available. 

No single antibiotic drug is the agent of choice 
against a majority of Gram-negative organisms as is 
the case of penicillin with Gram-positive organisms. 
Instead we actually have two sulfonamides being 
the agents of choice in infections involving the 
meningococcus and B. proteus, with Gantrisin being 
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favored in the latter infection. The trio of aureo- 
mycin, chloramphenicol, terramycin are recom- 
mended for use against the coli-aerogenes group of 
organisms, the Shigellas, Friedlander, pertussis, and 
influenza organisms. These drugs are also of ines- 
timable value in treating rickettsial, viral, and 
spirochetal infections. 

Susceptibility or resistance of the organism and 
site of infection are important factors in antibiotic 
therapy. With dosages used by most physicians the 
effect on the invading organism is probably bac- 
teriostatic and not bactericidal. Thus, for recovery 
from an infection, the bodily defenses of the host 
must take part, but if treatment is stopped too soon, 
recrudescence of the illness occurs. The physician 
must first decide whether the intended dosage 
schedule will provide bacteriostatic or bactericidal 
concentration at the site of the infection. Obviously 
the location of an infection is an imperative con- 
sideration. If an infection is in an area of poor blood 
supply, high concentrations of an antibiotic are re- 
quired in the blood. Also, if the infection is walled 
off, penetration of the antibiotic into the affected 
region is much impeded. To assure a killing effect, 
the tissue concentration of the agent must be several 
times higher than is needed for bacteriostatic 
action. 

Susceptibility of organisms to antibiotics varies 
widely. Perrin Long gives the example of the gono- 
coccus being easily killed by an intramuscular in- 
jection of 75,000 units of penicillin procaine in oil 
with 2 per cent aluminum monostearate added, the 
effectiveness being about 100 per cent in males. 
However, to obtain bactericidal effects against some 
strains of beta hemolytic streptococci or pneumo- 
cocci, two to five times as much penicillin is needed. 
He further points out that bacteriostasis is often all 
that is needed, because surface phagocytosis in the 
lungs, lymph nodes, and subcutaneous tissues is 
important in ridding the body of invading micro- 
érganisms. 

Another consideration is the natural resistance of 
the pathogen to the antibiotic. Although staphylo- 
cocci were originally extremely susceptible to peni- 
cillin, many strains have lately become resistant and 
elaborate penicillinase, a substance that is antago- 
nistic to the antibacterial effects of penicillin. Much 
concern has been expressed over the problem of 
penicillin-fastness in the population through the 
indiscriminate use of penicillin. There is evidence 
that when bacteria have become accustomed to 
penicillin they maintain their nonsusceptibility in 
subsequent cultures for many transplants. 
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At present no natural antagonist resembling peni- 
cillinase seems to exist for aureomycin, chloram- 
phenicol, terramycin, and streptomycin. However, 
the problem of resistance is apparent in these anti- 
biotics. For example, studies have indicated that a 
culture of colon bacillus can become resistant to 
1,000 times the original lethal concentration of 
streptomycin within a week. Rapidly multiplying 
organisms such as streptococci, staphylococci, and 
pneumococci divide in less than one hour, where 
Mycobacterium tuberculosis requires several days to 
double its population. It is apparent that the anti- 
biotic should be renewed more frequently in the 
former situation. Fortunately, as is known, M. 
tuberculosis does not become streptomycin-fast for 
three months in the majority of cases. Studies indi- 
cate that some organisms may even require strepto- 
mycin as a growth factor. 

With penicillin, resistance does not appear to be 
a problem in the treatment of beta hemolytic 
streptococcal, pneumococcal, gonococcal, spiro- 
chetal, or meningococcal infections. Resistance to 
aureomycin, terramycin, chloramphenicol develops 
more slowly. Actually bacterial resistance to these 
three antibiotics has not been too important in 
therapeutic use. It is true that some degree of re- 
sistance is encountered, but the development of 
strongly resistant, fast, or dependent strains has 
not been noted. 

Cross resistance between these agents is now 
being investigated thoroughly, but it appears that 
no such cross resistance is induced at least among 
penicillin, streptomycin, and the sulfonamides. 


Toxic Reactions to Antibiotics 


: As in the case of almost all new drugs, the anti- 
biotics are being widely abused at the present time. 
Most important is the fact that many reputable 
physicians have used them indiscriminately. The 
more thoughtful physicians are gradually becoming 
reluctant to use these drugs unless there is ade- 
quate justification. Alvarez relates the case of a busy 
practitioner friend who admitted that until a while 
ago he looked upon antibiotics as harmless. Then, 
within a month, his wife, son, and sister-in-law had 
such violent reaction to these drugs that he resolved 
he would never again give them thoughtlessly to 
almost everyone who came into his office. 

The matter of toxic manifestations in antibiotic 
therapy is one of grave concern. By far the most 
common manifestations in penicillin therapy are 
urticaria, dermatitis, and glossitis. Table 13 lists the 


Table 13. Common reactions to penicillin. 


local systemic 


Tongue discoloration 
Stomatitis 

Glossitis (One of every three) 
Black hairy tongue 
Erythematous and 

vesicular reactions 

Abscess (rare) 


Urticaria (most frequent) 
Asthmatic reaction 
Laryngeal edema 
Pseudocellulitis 
Exfoliative dermatitis 


Various other allergic 
manifestations 


local and systemic reactions commonly seen in 
penicillin therapy. It is amazing, considering the 
frequency with which penicillin and its various 
modifications are used, that more of these reactions 
do not occur. Contact dermatitis with penicillin 
occurs occasionally and particularly among profes- 
sional people. The reaction is often so severe that 
the individual may be forced to avoid penicillin in 
any form for several months. Inhaling spray or dust 
containing penicillin often produces the well-known 
angioneurotic syndrome of extreme edema of the 
lips, mouth, and larynx, and giant hives. Many less 
serious and rarer effects of penicillin are encoun- 
tered from time to time. 

Reactions to streptomycin are well known, being 
of the acute and chronic types. In the acute type, 
as with penicillin, there are local reactions includ- 
ing edema, pain, and inflammation. Generalized 
vascular responses characterized by nausea, vomit- 
ing, headache, flushed face, and lowered blood pres- 
sure occur; fever and rashes may also occur. There 
are also neurologic disturbances after the first week 
or two. With chronic effects, disturbance of the 
eighth cranial nerves, with attendant vertigo and im- 
pairment of hearing, is most frequently seen. The 
danger of permanent deafness is ever present. 

The side effects of chloramphenicol and aureo- 
mycin have been well studied. The reports of 
aplastic anemia with chloramphenicol may serve to 
place the physician on guard, not only against this 
particular manifestation but also against those pro- 
duced by other antibiotics, at least potentially. The 
most common side effects seen with chloramphenicol 
and aureomycin, apart from the aforementioned 
aplastic anemia seen with chloramphenicol, are 
shown in Table 14. Many of these side effects have 
been reported for terramycin as well. 

This précis of antibiotic toxicities should make 
the physician aware of the fact that the antibiotic is 
a two-edged sword: one side curing the disease, and 
the other the possible cause of another disease. 
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Table 14. Side effects of chloramphenicol and avreomycin. 


Dryness of the mouth 
Sore or tender tongue 
Brown coated tongue 
Blisters of tongue 
Changes in taste 

Red mucous membrane 
Sore throat 

Nausea 

Vomiting 

Heartburn 


Flatulence 

Rectal irritation 

Vaginal irritation 

Diarrhea 

Headache 

Angular stomatitis 

Burning of mouth 

Scrotal and perineal irritation 
Skin eruptions 


Many recently introduced antibiotics are now 
being or have been given thorough clinical trials. 
Polymyxin B, for example, warrants risk of possible 
nephro- and neuro-toxicities in treating Pseudo- 
monas aeruginosa infections as well as those caused 
by Aerobacter aerogenes, E. coli, and others which 
may resist the commonly used antibiotics. 

Neomycin is highly toxic to the eighth cranial 


nerve. It is poorly absorbed from the gastrointestinal 
tract and makes an excellent intestinal antiseptic, 
apparently of much value in diverticulitis when the 
condition is not responsive to other antibiotics. 

Several antibiotics which offer excellent possi- 
bilities will soon be marketed. Perhaps the out- 
standing antibiotic of the recent crop is erythro- 
mycin. It is effective orally and apparently has a 
low toxicity. Designed primarily for use against 
penicillin-resistant organisms, it may prove of great 
value in the treatment of infections caused by the 
ever-growing resistant strains of staphylococci. 

The continued research with antibiotics may yet 
bring about the availability of so many excellent 
antibiotic agents that such matters as susceptibility, 
resistance, and allergic risks will not be of such 
great importance. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


AN AID FOR 


THE KNEE-CHEST POSITION 


will gladly be furnished on request. 
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Do you have only occasional need to examine a patient in the knee-chest position? Tables 
made expressly for the purpose are often expensive, seldom used, and occupy valuable floor 
space. The illustration shows a portable modification of the homemade proctoscopic table 
suggested by Dr. William P. Kleitsch (Am. J. Surg., Jan. 1952). Placed at the foot of an 


examining table it greatly facilitates certain examinations and procedures. Specifications 
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A New Cechnique for 


Extensive Biopsy of the Cervix 


BY ROBERT TAUBER, M.D 
Philadelphia, Pennsylvania 


Figure 1. The original twin stitch technique. (a) 
Two separate quarter length sutures (Al, A2) 
and (Bl, B2) are applied in the same direction 
parallel to each other. (b) A2 and B2 are tied 
first. This knot strengthens the ligature at its 
weakest point and eliminates the harmful effect 
of the cutting loop which is created by a mattress 
suture. No inconvenient backhand stitch is nec- 
essary. 


Figure 2. The twin stitch technique for biopsy of the cervix. 


Success in the treatment of carcinoma depends 
largely on making a diagnosis in the early stage of 
the disease. Of course, this is precisely the time 
when diagnosis is likely to be difficult. Occasionally 
a small, slightly discolored area on the cervix is the 
first sign of carcinoma, but it can be diagnosed only 
with the aid of the microscope. If the specimen for 
microscopic examination is too small, valuable time 
is lost. Fortunately the location of the cervix makes 
it possible to obtain sufficiently large pieces of tis- 
sue by means of a comparatively easy technique. 
With adequate material at his disposal, the pathol- 
ogist has no trouble at arriving at a conclusion. 

Frequently a general practitioner will see a sus- 
picious area on the cervix, but he will not perform a 
biopsy by himself because he is afraid of hemor- 
rhage. The new twin stitch technique makes it pos- 
sible to furnish a large piece of tissue without the 
risk of excessive bleeding. 

Twin stitches are two identical sutures (A) and 
(B) which are applied in approximately the same 
manner (Figure 1). However, instead of tying the 
ends of the same ligature together, as is the usual 
procedure, the idea of the twin stitch technique 
consists in fastening one end of (A) to the corres- 
ponding end of (B), thus (A1) is knotted to (B1) and 
(A2) to (B2). The advantage of using the twin 
stitch technique for the biopsy of the cervix is that 
the sutures are applied before the excision is made. 
Thus the bleeding can be controlled very fast simply 
by tying the knots. 
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Let us assume that the suspected part (M) of the 
cervix is located at 9 o’clock (Figure 2a). The first 
of the twin stitches (A) is applied at 11 o’clock and 
the second (B) at 7 o’clock, but the ends are not 
tied. A wedge-shaped piece of the cervix (E) is ex- 
cised between 8 o’clock and 10 o’clock (Figure 2b). 
The ends of the applied ligatures in the inside of 
the cervical canal (Al) and (B1) are united first by 
a square knot in the air. An instrument (K) (Figure 
2c) is applied immediately behind the tightened 
knot in order to prevent the knot from being pulled 
through one of the stitch canals when the ends (A2) 
and (B2) are united at the outside of the cervix 
(Figure 2d). Very frequently this knot must be 
tied under tension. This is readily done with the 
aid of the knotholder (K) (Figure 2e) which holds 
the first half of this knot in place, so that the second 
half of S2 can readily be tied with relaxed threads. 
The gap resulting from the excision is usually closed 
by the first set of twin stitches (Figure 2f). An ad- 
ditional suture may be applied if necessary. 

The first half of the second square knot can be 
held safely in place with the knotholder (Figure 3) 
because the inside of the blades are completely 
smooth without having any crests and grooves. Even 
if the second half of the square knot is tied over one 
of the fine, conical blades the instrument can be 
readily removed without doing any harm to the 
suture material. 


Figure 3. Knotholder. The distal end of this clamp 
has a conical shape, ending in a fine but blunt 
point. The inside of the blades are perfectly smooth. 
A knot which is tied under tension can be held 
between the smooth blades without doing any 
harm to the suture material. Besides, the instru- 
ment can be used as barrier immediately behind 
the first knot in order to prevent this knot from 
being pulled through one of the stitch canals. 
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Practical Cherapeutics 


RECENT DEVELOPMENTS IN THE TREATMENT OF 


SEVERE HYPERTENSION 


BY EDWARD D. FREIS, M.D. AND FRANK A. FINNERTY, JR., M.D. 


Georgetown University School of Medicine, Washington, D. C. 


Ir soon becomes apparent to the critical observer 
that none of the therapeutic methods advocated at 
present for the treatment of hypertension attacks 
the fundamental and unknown causes of the dis- 
ease. Rather they are nonspecific methods of re- 
ducing the elevated arterial pressure. Since the 
etiologic factors are still operating, it is not sur- 
prising that reduction of blood pressure cannot be 
achieved except by rather drastic procedures. This 
is the reason that sympathectomies must be exten- 
sive, that diets must be rigidly restricted, and that 
hypotensive agents must be potent. Even then the 
reduction of blood pressure may be only moderate 
or transient or both. 


Evaluation of Significance of Hypertension 


It behooves us, therefore, to examine with care 
the need for blood pressure reduction in the in- 
dividual case. We are apt to view with alarm the 
patient who exhibits a systolic blood pressure of 
over 200, but does this mean that a calamitous out- 
come is inevitable? Experience has shown that the 
level of blood pressure, per se, and particularly of 
systolic pressure is not necessarily associated with 
a poor prognosis. There are many factors other than 
the blood pressure level recorded in the office that 
govern the prognosis, and these factors must be 
weighed in the balance before deciding on the need 
for hypotensive therapy. 

When hypertension becomes severe it strikes in 
three vital areas: the brain, the heart, and the kid- 
neys. In the brain a history of cerebrovascular acci- 
dent or of hypertensive encephalopathy obviously 
portends further serious difficulties. 
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Ocular Fundi. Perhaps the most important 
single prognostic guide is the fundoscopic exami- 
nation. According to the classification of Keith, 
Wagener, and Barker, grade I hypertension is as- 
sociated with moderate narrowing of the arterioles 
of the optic fundi and is associated usually with a 
good prognosis. In grade II hypertension the nar- 
rowing of the arterioles is more extreme and is 
associated with compression of the veins at the 
point of crossing (so-called A-V nicking). In some 
areas the lumen of the vessels seems completely 
obliterated, leading to the so-called “silver wire” 
appearance. The prognosis is variable in this group 
and often decided by other criteria. In grade III 
hypertension there is marked arteriolar narrowing 
and in addition hemorrhages or exudates or both. 
In this group almost 65 per cent are dead at the 
end of two years. In the grade IV group, papille- 
dema is present (malignant hypertension), and 
in this group 79 per cent die within one year. 

The examination of the fundi in the hypertensive 
patient only takes a few moments, and no special 
training is needed to determine the grade of the 
hypertension. Only in cases of doubt is it necessary 
to refer the patient to an ophthalmologist. Because 
of its great prognostic importance, the fundoscopic 
examination should be a routine part of the physi- 
cal examination in all hypertensive patients. 

Renal Function. Equally as important as the fun- 
doscopic examination is the estimation of renal 
damage. The presence of albuminuria, casts, and 
red or white blood cells indicates active renal de- 
terioration. Many cases of severe hypertension are 
due to chronic pyelonephritis. If white cells pre- 
dominate in the sediment, the urine should be 
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collected under sterile conditions for culture. Un- 
fortunately, it is very difficult to eradicate a chronic 
pyelonephritis with antibiotics, and even surgical 
removal of the infected kidney, when unilateral 
disease is present, only occasionally is curative of 
the hypertension. Hence, it is important to treat 
thoroughly any case of acute pyelonephritis in 
order to prevent the hypertensive complications of 
the chronic disease. 

Regardless of the cause of the hypertension, the 
prognosis will depend in large measure on the ex- 
tent of functioning renal tissue remaining. An esti- 
mate of this can be obtained by various renal func- 
tion tests. Elevation of the nonprotein nitrogen or 
the urea nitrogen concentration of the blood indi- 
cates severe renal impairment. The failure to ex- 
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Figure 1. Comparison of blood pressure recordings at home and 
in doctor’s office. It would be impossible to regulate therapy 
efficiently on the basis of office blood pressure records alone. 
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crete more than 15 per cent of PSP dye in fifteen 
minutes after intravenous injection or the failure to 
concentrate the urine beyond 1.020 after twelve 
hours of fluid restriction also suggests advanced 
renal damage. The simplest renal function test is 
to ask the patient how much nocturia he has. If 
nocturia has increased within recent months or 
years, it is likely that the hypertension is severe and 
that impaired renal function will be found. 

Cardiac Function. The elevated pressure head 
in the arterial system increases the work of the 
heart. Depending on the degree of elevation and its 
constancy and on the health of the myocardium, 
the heart may begin to fail after a variable period. 
The early symptom of such failure is dyspnea on 
exercise such as climbing stairs or walking up a hill. 
At a later stage the patient may develop paroxysms 
of dyspnea which awaken him from sleep at night, 
or he may develop the classical picture of congestive 
heart failure. . 

Height of Blood Pressure. The level of the blood 
pressure also has considerable prognostic signifi- 
cance, but equally as important is the lability of the 
pressure. If the pressure is excessively high only for 
brief periods, the prognosis is far better than if it is 
persistently elevated. Unfortunately the levels re- 
corded in your office may or may not be a true 
representation of the patient’s average blood pres- 
sure. It is the often hidden and frequently sub- 
conscious apprehension associated with the medical 
examination which raises the blood pressure far 
above the basal level. Therefore, when a high level 
is obtained in a patient who shows no symptoms or 
signs of severe hypertension in the fundi, kidneys, 
or heart, the physician may suspect that the blood 
pressure is labile. This can be confirmed best by ad- 
mitting the patient to the hospital in order to per- 
mit recording of the blood pressure four or five times 
daily for several days. At times, recording the pressure 
levels in the congenial surroundings of the patient’s 
home may allay apprehension sufficiently to permit 
a truer estimate of the average level (Figure 1). 
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If it has been demonstrated that the blood pres- 
sure is not labile, then a level of diastolic pressure 
of 120 mm. Hg or higher suggests a poor prog- 
nosis. Similarly, but to a lesser extent, a persistent 
level of systolic pressure of 220 mm. Hg or higher 
in a patient below the age of 65 also suggests a poor 
prognosis. 

The age and sex of the patient are of considerable 
prognostic importance. The younger the patient 
for a given level of blood pressure, the poorer the 
outlook. For some unknown reason, male patients 
as a rule do not tolerate hypertension as well as 
females. It is impressive to note the high incidence 
of severe organic damage in males with hyperten- 
sion as compared to females. 


General Considerations of Treatment 


Estimation of Need. At the conclusion of these ex- 
aminations, it should be possible to determine with 
fair degree of accuracy the need for intensive thera- 
py- If the fundi show grade III or IV changes, there 
is no question that therapy is indicated immedi- 
ately. If the patient develops hypertensive enceph- 
alopathy or signs of latent or overt heart failure as- 
sociated with high levels of blood pressure, the 
need for therapy is also clearly evident. The pres- 
ence of sustained levels of diastolic pressure above 
120 mm. Hg, particularly when associated with 
grade II changes in the fundi, albuminuria, cardi- 
omegaly by x-ray, or left ventricular strain pattern 
by electrocardiography, suggests that treatment at 
least may be attempted. 

But in the absence of such signs of organic strain 
and in the presence of a labile hypertension, par- 
ticularly in middle-aged or elderly female patients, 
usually the best treatment is by reassurance and 
sedation only. The same may be said for all pa- 
tients, regardless of age and sex, who show no signs 
of organic damage and whose levels of blood pres- 
sure are 180/110 mm. Hg or less. The reasons for 
making such a decision in the latter groups of cases 
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are twofold: First, the prognosis usually is good in 
such patients even when untreated, and second, the 
treatments available at present for reducing blood 
pressure are complicated and at times uncomfort- 
able. 

Type of Treatment. During the present time there 
is a gradual but definite trend toward treating se- 
vere hypertension with drugs. A trial of chemo- 
therapy involves less expenditure of time and money 
than surgical sympathectomy and carries lesser risk. 
While approximately one-third of cases do achieve 
lowered blood pressure on diets extremely restricted 
in sodium (200 mg. or less per day), it is very dif- 
ficult for these patients to remain on such diets for 
indefinite periods of time. It has been possible, 
however, to combine less intensive sodium restric- 
tion with drug therapy without making life intol- 
erable for the average patient. 

Hypotensive Drugs. Once the decision has been 
made to treat a patient with hypertension, the 
therapy must be pursued intensively and thor- 
oughly; otherwise the chances of obtaining a suc- 
cessful result are poor. The effective dosages of the 
presently available agents vary widely in different 
patients, and frequently they are close to toxic dos- 
ages. For this reason adjustment must be carried 
out even more carefully than with the use of insulin 
in a diabetic. To prescribe routinely one or two tab- 
lets of a hypotensive agent to severe hypertensives 
is to waste both your time and the patient’s. 

One of the greatest difficulties in adjusting dos- 
age is that at least half of the cases tend to escape 
from the hypotensive effects of the drug during the 
stress of an office visit. As a result when only office 
pressures are used as a guide to therapy, there is a 
tendency to increase the dosage beyond the thera- 
peutic range. When toxic effects occur, the phy- 
sician concludes that the treatment has failed, 
whereas home blood pressures would have shown 
that this was not the case. 

The ideal method for instituting chemotherapy 
is to admit the patient to the hospital so that blood 
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pressures may be recorded before and at suitable 
intervals after the administration of each dose of a 
drug. Such a chart provides a reliable index of the 
patient’s response. If the therapy is effective, the 
patient should obtain a blood pressure apparatus, 
and a member of the family should be taught to use 
it so that the response to treatment may be fol- 
lowed after discharge from the hospital. The phy- 
sician who uses this method will soon find a sur- 
prising number of his patients who exhibit much 
lower blood pressures at home than when they are 
in the office. He will have a complete record of the 
response on which to guide his treatment. The situ- 
ation is somewhat analogous to the home testing of 
the urine for sugar in diabetic patients. 

If the patient is not considered to be sufficiently 
ill to warrant admitting him to the hospital for reg- 
ulation, he probably does not require hypotensive 
drug therapy. However, if home treatment is un- 
dertaken, then a member of the patient’s family 
should be instructed in the use of a blood pressure 
manometer. Home recordings are obtained several 
times a day for at least a week prior to instituting 
therapy, and then throughout the dosage adjust- 
ment and maintenance periods. 

In order for a treatment to be practical it should 
permit the patient to be gainfully employed if he is 
physically able. Thus, it seldom is possible to record 
the blood pressure while the patient is at work, but 
readings can be taken before and after working 
hours. Also, it is not possible to use agents with 
side effects sufficiently troublesome and frequent to 
force the patient to lose considerable time from his 
job. However, it is necessary to use potent agents 
to reduce blood pressure and, as a consequence, a 
certain number of side reactions are to be expected, 
particularly during the adjustment period. 


Veratrum Viride 


Of the drugs more recently introduced for the 
treatment of hypertension, the veratrum alkaloids 
have achieved a considerable degree of acceptance. 
Both the crude powdered plant and the various 
purified fractions have similar effects. 

Hemodynamic Effects. The mode of action has not 
been established completely. However, it is known 
that these alkaloids stimulate afferent nerve endings 
in the heart and carotid sinus which travel to the 
vasomotor centers to produce a reflex vasodilation 
and bradycardia. The bradycardia, which is due to 
vagal stimulation, can be blocked by atropine. The 
nerve pathways carrying the vasodilator response 


are still unknown. This reflex stimulation produced 
by the veratrum alkaloids also may induce other 
physiologic effects, particularly central nausea and 
vomiting. It is this latter response which most 
seriously limits the clinical usefulness of the drug. 

The hemodynamic changes following veratrum 
tend to reverse the pathologic process involved in 
hypertension. The reduction of blood pressure is 
accomplished with no reduction of cardiac output, 
and blood flow through the various vital organs 
either remains unchanged or is only transiently re- 
duced. There seldom is postural hypotension or 
other evidences of interference with the homeostatic 
control of the circulation by the autonomic nervous 
system. 

Toxic Effects. Whereas the incidence of side ef- 
fects produced by veratrum is high, serious toxicity 
is rare. No deaths have been reported due to oral in- 
gestion of the drug. Severe hypotension and collapse 
may occur from overdosage, but complete recovery 
from these episodes is the rule. From the point of 
view of toxicity, therefore, veratrum is to be recom- 
mended even though discomforting and at times 
alarming reactions are not rare. The most frequent 
of these is nausea and vomiting, and for this reason 
only about one-third of patients can achieve a sus- 
tained and significant hypotensive effect without 
frequent episodes of vomiting. 

The emetic dose usually is only slightly in excess 
of the hypotensive dose. For this reason it is neces- 
sary to adjust the dosage very carefully by the 
method described below. In addition, veratrum 
produces somewhat of an all-or-none effect; there 
is no hypotensive response until a critical level is 
reached, when the hypotension suddenly appears. 
Therefore, the attempt to produce slight blood 
pressure falls with small dosages is not successful 
in severe hypertension. 

Dosage Schedules. In actual practice it is best to 
hospitalize the patient for initial dosage adjustment. 
At least forty-eight hours and preferably a longer 
period should be permitted for the blood pressure 
to level off before beginning treatment. During this 
and the subsequent period of hospitalization, the 
blood pressure should be recorded about five times a 
day by the nursing staff. It is desirable to allow the 
patient to be up and about the ward during the day. 

Dosage is begun at a low level and gradually in- 
creased from day to day. Dosages are given after 
breakfast, at 1:00 or 2:00 p.M., and at bedtime, that 
is, three times daily. The tendency to vomiting is 
accentuated if the patient eats during the first 
four hours after the drug is given. Therefore, the 
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Figure 2. Diagram of the final dosage regula- 
tion in a typical patient with hypertension be- 
ing treated with a veratrum preparation. The 
following points are demonstrated: (1) The 
blood pressure is not maintained at a steady 
low level but fluctuates downward after each 
dose of the drug and then rises as the effect 
passes off; (2) the tablets are given three times 


daily as close to an eight-hour interval as is 
practical. However, the patient is not per- 
mitted to eat any food for at least four hours 
after any dose. (3) Because of the longer 
interval between the night and morning doses, 
the bedtime dose is larger than the others. 
Similarly, since the interval between the 
morning and 2:00 P.M. dose is only seven hours, 
the 2:00 P.M. dose is the smallest of the day in 
order to avoid toxicity due to carry-over of the 
morning medication. 


breakfast should be an early one and the dose taken 
immediately thereafter. The afternoon dose is taken 
at 2:00 p.. if the patient’s supper is served at 6:00 
p.M. but may be given earlier if the evening meal is 
served early, as so often happens in the hospital. In 
order to compensate for the relatively short inter- 
vals between the morning and afternoon doses, the 
afternoon dose usually is smaller than the others, 
since there will be some residual effect of the morn- 
ing medication. It also is essential to explain to the 
patient that dosages and meals should be ingested at 
the stipulated times in order to avoid toxic reac- 
tions. The luxury of late Sunday morning break- 
fasts must be sacrificed (Figure 2). 

The regimen used in this clinic is to begin with 
1 tablet of any of the veratrum preparations three 
times daily as described. The blood pressure is re- 
corded immediately before and two hours after each 
dose, except after the bedtime dose. The next day 
the blood pressure chart is inspected and the pa- 
tient questioned for side effects such as epigastric 
or substernal burning sensation, increased saliva- 
tion, hiccoughs, or nausea. If there are no side ef- 
fects and no reduction of blood pressure, the morn- 
ing and night dosages are raised to 2 tablets, the 
next day all dosages are elevated to 2 tablets, the 
next to 3-2-3, and so on until a hypotensive effect 
or toxic reaction occurs. If a significant fall of blood 
pressure occurs without side effects, the patient is 
discharged on that dosage and instructed in re- 
cording the blood pressure at home. 
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Management of Toxic Effects. Not infrequently 
nausea and vomiting or some other severe reaction, 
such as marked hypotension and collapse, may oc- 
cur after several days or weeks at a given dosage 
level. These toxic reactions usually last for several 
hours and then pass off without residual effects. 
During the reaction the patient should be recum- 
bent and atropine, 1 mg., may be administered in- 
travenously or subcutaneously. If hypotension is ex- 
treme any of the vasopressor agents except epineph- 
rine may be given. We usually give 50 mg. of 
ephedrine intramuscularly. Occasional reactions of 
moderate severity are not unusual during the ad- 
justment period, and the physician should explain 
the nature of these reactions in advance so that the 
patient and his family will not be unduly alarmed. 

If a reaction occurs it is important to reduce only 
the offending dose by a small amount, since if all 
dosages are reduced the therapeutic effect will be 
lost. If, for example, the patient experiences severe 
vomiting after the morning dose, this dose only 
should be reduced by one-half tablet, while the 
afternoon and evening dosages are not changed. 
Each time that a severe reaction occurs the offend- 
ing dose is reduced. 

If, on the other hand, there are no reactions and 
the record of home blood pressure shows a tendency 
toward elevation to pretreatment levels, dosages 
should be increased by small increments. In this 
way, the favorable case gradually attains a main- 
tenance level free of toxic side effects. Should it be 
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impossible to reduce the blood pressure without re- 
curring toxic reactions, treatment with veratrum 
preparations must be abandoned, or adjunctive 
therapy such as a low sodium diet may be added 
to the treatment regimen. 


Hexamethonium 


Hemodynamic Effects. Hexamethonium is a potent 
hypotensive agent which produces its effects by 
blocking transmission of nervous impulses through 
all autonomic ganglia. The drug produces postural 
hypotension by inhibition of the vasoconstrictor re- 
flexes which are activated when an individual as- 
sumes the upright posture. 

In addition, the drug has parasympathetic block- 
ing effects, including atony of gastrointestinal tract 
leading to constipation and in rare instances para- 
lytic ileus, loss of visual accommodation leading to 
blurred vision, loss of salivary secretion producing 
dryness of the mouth, and failure of penile engorge- 
ment leading to impotence. Less frequently observed 
is failure of contraction of the urinary bladder. 
Chilling may occur in a cold environment due to 
failure of reflex vasoconstriction. Fortunately many 
of these reactions are mild or nonexistent in the in- 
dividual case, or they disappear as treatment pro- 
gresses. 

Hexamethonium is poorly absorbed from the 
gastrointestinal tract. In addition the amount ab- 
sorbed and the duration of the period of absorption 
seem to be highly variable even in the same patient 
from day to day. In a given patient, the same dosage 
may have little or no hypotensive effect on some 
days, while on others disabling and prolonged hypo- 
tension and other evidences of ganglionic blockade 
may occur. Some days, evidences of drug absorption 
may be seen one hour after the medication has been 
given, while on others no effects are observed for 
four hours or even longer. 

In view of these highly unpredictable and hence 
treacherous responses, we have abandoned the use 
of oral hexamethonium except for occasional pa- 
tients who absolutely refuse parenteral administra- 
tion. 

Therapeutic Program. Although the question of 
the ideal program for administering hexamethonium 
has not yet been settled, we have been forced to the 
viewpoint that it is necessary to compromise be- 
tween the benefits of sustained reduction of blood 
pressure that might be achieved with hexametho- 
nium and the disadvantages of continuous blockade 
of the autonomic nervous system with all of the side 


effects that arise therefrom. Hence, for practical 
purposes we have resorted to subcutaneous injec- 
tions of hexamethonium twice daily, or in occasional 
cases three times daily. 

If the patient can obtain a sizable reduction of the 
average level of blood pressure by two injections a 
day, treatment is far more practical than when more 
frequent doses are needed. If he is employed it is 
possible for him to take his morning dose one hour 
before the customary hour of arising. The second 
dose is taken at bedtime, thus leaving the entire day 
free for him to lead a relatively normal life. 

In most patients, however, the blood pressure 
may return to dangerously high levels by the late 
afternoon. In such instances we have resorted to the 
use of a single dose of Apresoline taken by mouth at 
3:00 or 4:00 p.m., which will not interfere with the 
patient’s activities. 

Hexamethonium effectively lowers arterial pres- 
sure in a large percentage of cases, and this relia- 
bility is its chief asset. When a quick and fairly 
certain method for reducing blood pressure is 
urgently needed, one can usually depend on hexa- 
methonium to do the job. However, the initial dos- 
age must be given with great care. We have seen the 
blood pressure plummet from 260/160 to 100/80 
with as little as 2 mg. of the drug. Subcutaneous ad- 
ministration is just as likely to produce this result 
as is intravenous administration. Subcutaneous in- 
jection is treacherous during this initial dosage 
period, since a doctor or nurse may not be present 
when the blood pressure falls to collapse levels. 

We have been unable to find any safe method for 
administering hexamethonium to a patient who has 
never received the drug previously except by intra- 
venous titration, carried out as follows: 

1. Dilute the drug with saline in a 10 cc. syringe 
to a final concentration of 5 mg. per cc. 

2. Roll up the head of the bed to an angle of 45°. 

3. Have an assistant take the blood pressure in 
one arm every 30 seconds and read off the values 
aloud to you. A code may be used if you wish, ¢.g., 
22.5 over 12.5 instead of 225/125. 

4. Inject the diluted hexamethonium intrave- 
nously at a slow rate of 1 mg. per minute for the 
first 10 mg. (Figure 3). 

5. If the blood pressure falls slightly, temporarily 
stop the injection without removing the needle 
from the vein. Continue injecting if the reduction 
is not sufficient. If the reduction of blood pressure 
is great, the injection is discontinued and the amount 
given is noted. If there is no appreciable fall after 
10 mg. has been given, the rate of administration is 
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Figure 3. Method of titrating hexamethonium. Note 
(1) elevation of head of bed, (2) continuous record- 
ing of blood pressure, (3) slow rate of intravenous 
administration of diluted hexamethonium. 


increased to 2 or 3 mg. per minute until a total of 
20 mg. has been given, and then at the rate of 5 mg. 
per minute until 50 mg. has been given. 

6. If there is an excessive fall of blood pressure to 
collapse level, it is important to act quickly, since 
the longer the reaction lasts the more difficult it is 
to reverse. If the bed is rolled down immediately, the 
pillow removed, the foot of the bed elevated, and the 
lower extremities raised and massaged without de- 
lay, the collapse reaction does not develop to the 
point of producing subjective discomfort to the 
patient. The blood pressure will rise almost imme- 
diately when the patient is placed in the Trendelen- 
berg position (Figure 4). The patient may remain in 


Figure 4. Method of treating excessive hypotensive 
reaction in patient receiving hexamethonium 
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this position for as long as necessary, usually about 
one-half hour. The effect of the Trendelenberg po- 
sition is to return back to the heart the blood pooled 
in dilated vessels in the lower half of the body. Only 
rarely is it necessary to use vasopressor agents. If 
they are used, epinephrine should be avoided. 

7. If, as usually happens, a given dosage is found 
to induce a significant but not excessive reduction 
of blood pressure, then this full amount is pre- 
scribed, to be administered subcutaneously by the 
nursing staff at 9:00 a.m. and 9:00 p.m. If the blood 
pressure fall has been excessive, then half of this 
dose is prescribed morning and night as above. In 
addition the following orders are written: 


(a) Record blood pressure at 9:00 and 10:00 a.m. and 3:00, 
4:00, 9:00, and 10:00 p.m. 

(b) Roll bed flat for 2 hours after giving hexamethonium. Patient 
must be told to remain supine throughout this period. 

(c) Give Apresoline 25 mg. orally at 3:00 p.m. 

(d) Cascara sagrada—4 cc.) at bedtime every night. 
Mineral oil—30 cc. ) unless there is diarrhea. 

(e) If no bowel movement for 48 hours, give s.s. enema. 


In a day or two it usually is evident that the initial 
dose is no longer effective. This is due to the de- 
velopment of tolerance, and dosage must be raised. 
A good rule for increasing the dosage of hexame- 
thonium is to elevate it by one-half to one-third of 
the previous dose. Dosage may be raised daily if 
necessary until the dose is found which will give a 
consistent response from day to day. Similarly, de- 
pending on the blood pressure response or the 
presence of side effects, the dose of Apresoline may 
be raised almost daily if need be by increments of 
25 mg. to a total dose of 50 to 200 mg. The dosage 
of Apresoline may be raised whenever the drug 
appears to lose its effectiveness as judged by a fail- 
ure of blood pressure fall. 

As soon as the dosage becomes stabilized, the 
patient may begin to attempt to cut down the period 
of bed rest following the injection. At first he may 
arise at the end of one and one-half hours. He should 
try sitting first, then motionless standing beside the 
bed, since if he begins to feel faint he may lie down 
immediately. Soon the patient should be able to 
arise at the end of one hour. 

At this time also the patient is instructed, usually 
by the nursing staff, to administer his own injec- 
tions. A blood pressure apparatus is purchased and 
a member of the family is instructed in its use. Some 
patients are able to take their own blood pressure if 
they use a snap-on type of cuff and a Bowles type 
stethoscope which can be inserted under the cuff. 

In exceptional cases it has been possible to shorten 
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the hospitalization period during which this adjust- 
ment procedure has been carried out to five days. 
However, the average case requires ten days. In 
order to accomplish this, dosages must be adjusted 
daily if necessary. 

After the patient leaves the hospital, he is in- 
structed to return to the office in four or five days 
and bring with him a list of his blood pressure 
readings obtained at home during this interval. 
During the same visit it is worth while to have who- 
ever is recording the blood pressure at home do so 
in your presence so that you may check on their 
accuracy. 

Nothing is to be gained by a long period of rest 
at home if the patient is physically able to return to 
work, If the average daily blood pressure has been 
lowered to a more benign range, e.g., from 220/130 
to 180/110 mm. Hg, and if side effects are not dis- 
abling, the patient may return to work. However, 
the times at which doses of hexamethonium are 
given must be changed to coincide with an hour 
before the customary hour of arising, and at bed- 
time, which may vary from night to night depending 
on the patient’s habits. The time interval between 
doses need not be twelve hours. Rather every effort 
should be made to make the schedule as flexible as 
possible, since the patient will soon tire of observing 
unnecessary restrictions. 

Over a period of succeeding months or years, 


further elevations of dosage may be necessary par- 
ticularly in the most severe cases. For example, one 
of our patients with malignant hypertension re- 
quired 10 mg. for the initial dose, but after two 
weeks required 30 mg., and after one year required 
125 mg. per dose. No further elevation has been 
required during the past year. If for any reason 
either hexamethonium or Apresoline are discon- 
tinued for any period longer than three days, it is 
necessary on beginning treatment the second time 
to use small dosages. Tolerance tends to disappear 
when the medication is discontinued. 


Conclusion 


This review only considers Veratrum and the 
hexamethonium-Apresoline regimen, because in 
our experience these have been the most successful 
and the most practical for long-term treatment of 
truly severe hypertension. Other drugs may be 
effective in occasional patients. Indeed placebos 
frequently will lower blood pressure and relieve 
symptoms in mild, labile cases. But in the patient 
with high, relatively fixed diastolic pressure, fundo- 
scopic changes of grade II or more, cardiac enlarge- 
ment, and early renal impairment, mild ‘“‘nontoxic” 
vasodilators are ineffective, and a trial of one or both 
of the therapeutic regimens outlined above definitely 
seems indicated. 


MEDICAL MAXIMS FOR EVERYDAY APPLICATION 


APPROXIMATELY 5 per cent of cases of pelvic inflammatory disease are tuberculous in origin. 


Rapip renal excretion is one of the important factors protecting the kidney from toxic damage 


by the mercurial diuretics. 


INTERMITTENT attacks of renal colic with finding of calculi should suggest an underlying 


hyperparathyroidism. 


IN EARLY uremia, adequate sodium chloride will prevent or delay the development of potassium 
intoxication. 


PaTIENTs with acute uremia should be given penicillin routinely to retard protein breakdown 


from infection. 


—WiuaM S. Reveno, M.D., 711 Medical Maxims, Charles C Thomas 
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Cips from Other Journals 


Lymphedema After Mastectomy 


ParKER and his associates believe that venous ob- 
struction is the primary factor in the production 
of lymphedema of the upper extremity after radical 
mastectomy. They were able to demonstrate a lo- 
calized narrowing in the axillary vein. They be- 
lieve that the reduced caliber of the axillary vein is 
due to organic changes in the wall of the vein and 
does not represent localized spasm. Presumably, 
the constriction is due to a mural thrombus form- 
ing at the site of the ligated subscapular vein at its 
junction with the axillary vein. (Radiology, 59:538, 
1952.) 


Suction Under Mastectomy Skinflaps 


Rarrt has described an ingenious procedure to 
prevent the annoying accumulation of serum under 
skinflaps following radical mastectomies. This 
fluid, which frequently requires aspiration over a 
period of several weeks and results in additional 
stretching and necrosis of the skin edges, may be 
the cause of distressing morbidity. 

At the close of the operation, before suturing the 
skin, the author makes a small stab wound under 
the lower skin flap near the border of the latissimus 
dorsi muscle, and slips a #16 French catheter, with 
three holes near its tip, snugly into the opening so 
that there will be no leak. The skin is then closed 
carefully. The wound can be made airtight by seal- 
ing with petrolatum gauze strips. Negative pressure 
is obtained under the flap by suction applied to the 
catheter in the operating room and is maintained 
in the patient’s room by a Wangensteen apparatus. 
Three hundred to 400 cc. of serosanguineous drain- 


age usually accumulate within forty-eight hours. 
After seventy-two hours the catheter is removed. 
The author stated that following the use of this 
method, breast amputation incisions have healed 
with almost no serum formation and with minimal 
necrosis of the skin edges. (Ann. Surg., 136:1048, 
1952.) 


Uses of Vinyl Ether 


Since its first clinical use in 1931, vinyl ether has 
been employed extensively as a preanesthetic agent 
and for anesthesia of short duration. Although it 
has a wide range of usefulness, Everitt has recently 
emphasized certain contraindications to its use. 

The effect of vinyl ether on the central nervous 
system is typical of the methane series of anesthetics, 
producing a progressively depressant effect, first 
upon the cortex and then on lower levels. It is non- 
irritating to the respiratory tract, but its repeated 
administration has been proven to produce central 
zonal necrosis of the liver in dogs, and has resulted 
in renal damage in some instances. 

Absorbed through the lungs, most of it is ex- 
creted unchanged by the same route, except for a 
small part which passes through the kidneys. The 
initial rate of elimination is very rapid, producing 
a quick return to consciousness. The remainder 
however, tends to remain in fat droplets, and pro- 
longed light anesthesia without premedication will 
produce ketonemia and some hyperglycemia in rats 
and rabbits. It is four times more potent than ether, 
but has a smaller margin of safety partially offset 
by its extreme volatility. 

During light surgical anesthesia, the eye balls 
move from side to side in many cases, and this con- 
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dition may persist into the third plane. In deep 
anesthesia, respiration becomes jerky with a pro- 
nounced expiratory phase, and this is a danger sig- 
nal which should not be ignored. There are few 
complications during the postoperative period, and 
during this time nausea, vomiting, and irritation of 
the respiratory tract are remarkably uncommon. 
However, convulsions have been reported during 
and after anesthesia, particularly when it is given by 
closed methods. 

The author indicates that vinyl ether is valuable 
in any case requiring a potent anesthetic agent 
where a minimum of apparatus is available, but 
should be used for brief periods only. Useful as an 
induction agent it produces a smooth changeover 
to longer lasting anesthetics. It is contraindicated 
in cases expected to last for more than thirty min- 
utes, in patients with renal or hepatic damage, dia- 
betes, extensive lung disease, or cyanosis. It is 
highly inflammable and closed methods of adminis- 
tration are unwise because of the danger of convul- 
sions. (Brit. J. Anaesth., 24:201, 1952.) 


Gelfoam in Gastroduodenal Hemorrhage 


Many patients with massive gastroduodenal hemor- 
rhage require surgical intervention. McClure, how- 
ever, has suggested a method of conservative treat- 
ment which he believes to be of value in certain 
cases. Powdered Gelfoam, 1 Gm., mixed thoroughly 
with 250 to 500 units of topical thrombin and 50 cc. 
of buffer solution, was administered by mouth or 
through a stomach tube. The dose was repeated 
every two hours. Amphojel, 20 cc., was given alter- 
nately every two hours. 

This treatment was combined with adequate 
blood replacement. Although the exact amount of 
blood loss is difficult to determine, the author sug- 
gested that the best criterion is the patient’s re- 
sponse to blood transfusions. If after 500 to 1,000 
cc. of blood has been administered, the blood pres- 
sure rises to normal and the pulse slows and re- 
mains stable, the replacement has been temporarily 
adequate. On the other hand, if after twelve hours 
and 2,000 to 4,000 cc. or more of blood the patient is 
still bleeding freely, he is considered a candidate for 
surgical intervention. Close observation is necessary 
during this regimen, with determination of blood 
pressure and pulse rate at frequent intervals. If 
after forty-eight hours of therapy, the patient con- 
tinues to bleed actively, even though the blood 
pressure is within normal range, surgical explora- 
tion is recommended. 


A group of fifty-seven patients suffering from 
massive gastroduodenal hemorrhage were treated 
with Gelfoam and thrombin. There were three 
deaths. Two patients died without surgery. Three 
underwent emergency surgery, and there was one 
postoperative death. There were no deaths as a 
result of the first bleeding episode. (Am. J. Surg., 
32 :630, 1952.) 


Diagnosis of Carcinoma of the Esophagus 


In a review of 170 cases of primary epidermoid 
carcinoma of the esophagus, Parker has pointed out 
that an important reason for the poor results in 
treatment of this disease has been failure to rec- 
ognize it in its early stages. When a considerable 
loss of weight and strength occurs before the di- 
agnosis has been established, the chance of ob- 
taining a favorable result is poor. Although a low 
index of suspicion on the part of the physician is 
partly responsible for this failure in diagnosis, there 
are additional important reasons for delay. 

Most patients suffering from carcinoma of the 
esophagus have a sense of obstruction on swal- 
lowing, and a filling defect is present in the esoph- 
agus on roentgenologic examination. The most 
important physical finding is evidence of loss of 
weight and strength. Difficulties in early diagnosis 
usually occur in those cases in which symptoms 
of dysphagia are not present, or a filling defect 
is not seen on roentgenologic study. 

Nine cases were presented by the author in 
which symptoms were lacking or roentgenograms 
failed to reveal the presence of the lesion. In one 
of these no tumor was seen on esophagoscopy but, 
when a random biopsy was taken, it revealed epi- 
dermoid carcinoma. Since roentgenograms may not 
reveal the presence of a small filling defect, particu- 
larly when ulceration is not present, the author 
recommends esophagoscopy for any patient with 
symptoms referable to swallowing or eating, es- 
pecially with pain or obstruction on swallowing. 
(Ann. Surg., 18:1082, 1952.) 


Obturator Hernia 


Since their first description in 1724, obturator her- 
nias have occasionally appeared, have rarely been 
diagnosed, but frequently have caused death. In a 
comprehensive description of these lesions, Rowe 
and Bynum have described their cause and pointed 
out the diagnostic and therapeutic indications. 
Obturator hernias protrude through the obtura- 
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tor foramen and canal in the innominate bone. This 
foramen is normally closed by the obturator mem- 
brane and is supported by the obturator internus 
and externus muscles. Through it pass the obtura- 
tor vessels and nerves from the pelvis into the thigh. 
Since the obturator nerve supplies the skin, vessels, 
and fascia over the medial part of the thigh, pres- 
sure against it by a hernia in the canal, causes pain 
in this area of distribution on movement of the hip 
(Howship-Romberg sign). The patient tends to 
keep his thigh flexed to prevent stress on the nerve. 

Since the diagnosis is difficult and is rarely made 
preoperatively, many cases are not treated until 
incarceration or strangulation has occurred. (Am. 


Surgeon, 18:770, 1952.) 


Urinary Drainage Tubes 


THE necessity for maintaining constant urinary 
drainage is well recognized as an important factor 
in the proper healing of cystotomy wounds and in 
the treatment of many diseases of the urinary tract. 
Unfortunately drainage tubes are frequently com- 
pressed by irrational or unconscious patients, so 
that it is difficult to keep the lumen open for con- 
stant urinary flow. 

Weinberg has devised an ingenious apparatus for 
the maintenance of catheter patency. A protective 
sheath composed of a stainless steel spring coil, 
twenty-four inches long and five-eighths of an inch 
in diameter, equipped with a set screw at each end, 
is employed as a covering around the catheter. 
The flexibility of this spring allows adequate move- 
ment of the catheter and prevents its compression 
when the patient accidentally lies on it or it becomes 


twisted in position. (J. Urol., 68:861, 1952.) 


Postoperative Brachial Palsy 


PosTopeRATIVE brachial plexus paralysis has been 
described in the literature repeatedly since 1890. 
Because of reticence on the part of surgeons and 
anesthetists, and because of medicolegal potenti- 
alities, this important complication is relatively un- 
known to many younger surgeons. An excellent 
review of the problem has been presented by Scott 
with the description of one case. The author feels 
that the condition is occurring more frequently, 
particularly with the increasing use of curare. 
Paralysis occurs with the use of Trendelenburg 
shoulder supports in the head-down tilt position, 
with consequent stretching of the brachial plexus. 
The most dangerous position is that of a Trendelen- 
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burg tilt combined with abduction of the shoulder, 
because in this position the head of the humerus is 
more easily depressed downward against the brachi- 
al plexus, causing dangerous nerve stretching. 
Fibers most commonly involved are C5 and C6, 
resulting in paralysis of the biceps and partial 
paralysis of the radial and median nerves. In the 
case presented, the paralysis began to improve 
slightly only after a period of two months of in- 
tensive treatment. 

Paresis has also been reported following chole- 
cystectomy with the use of a “gallbladder rest,” 
when one or both arms were abducted and curare 
was administered. It has also occurred following 
thoracic surgery when the arms were extended 
over the head. 

The author recommends the following precau- 
tions: (a) with the patient in Trendelenburg posi- 
tion and the shoulder depressed, the arm should be 
left at the patient’s side; (b) when the arm is ab- 
ducted, the head and the neck must be held in a 
neutral position or abducted; (c) the arm should 
never be abducted beyond 90°; (d) the arms must 
not be abducted or extended over the head when 
the patient is in the supine or prone position; (e) 
shoulder braces must be adjusted before Trendelen- 
burg position is assumed, they should be also well 
padded and adjustable in height as well as width; 
(f) wide separation of the head and shoulders must 
be avoided; (g) movements of an anesthetized pa- 
tient must be attended by adequate personnel. 
(J. Am. M. Women’s A., 7:415, 1952.) 


Appendicitis in the Newborn 


ALTHOUGH appendicitis in early infancy and in the 
newborn is quite rare, its occasional occurrence 
should be known to physicians. Neigher and Lucas 
reported an interesting case affecting the last of 
triplets. The symptoms, which began on the ninth 
day of life, consisted in abdominal distention, a re- 
peated, shrill cry, spells of cyanosis of the skin, and 
dehydration. There was a tendency toward loose- 
ness of the stools, and slight fever. Because of these 
findings, operation was performed through a right 
rectus muscle-splitting incision, which revealed 
acute appendicitis. The appendix, the base of which 
was covered by fibrin, was removed and, except for 
evisceration on the fourth postoperative day, con- 
valescence was uneventful. 

There are many differences between appendicitis 
in infants and in adults. The infant’s appendiceal 
wall is thinner so that rupture occurs earlier in the 


disease, and its peritoneal cavity is so constructed 
that it allows free spread of fecal material once per- 
foration has occurred. Moreover, the absence of a 
clinical history, lack of co-operation by the patient, 
and difficulties in physical examination make di- 
agnosis of this condition difficult. 

The authors recommend that in infants in whom 
appendicitis is suspected, examination should be 
performed not once, but frequently, at one-half 
hour intervals, and that after a reasonable period of 
watchful waiting, all the data should be considered 
carefully and the course of treatment determined. 
(Ann. Surg., 136:1044, 1952.) 


Early Ambulation in Hernioplasty 


In a study of the effects of ambulation at different 
times after inguinal hernioplasties, Palumbo and 
Paul evaluated the results by recurrence rate and 
postoperative complications. Operations, although 
performed by eighteen different surgeons and 
residents, were carried out by a technique which 
combined the procedures of Bassini, Halsted, and 
Andrews, using cotton or silk as the suture ma- 
terial. Most of the cases were followed for a period 
of four years. 

A recurrence rate of 1.48 per cent was reported 
in those patients who were allowed out of bed on 
the first day, as compared with 1.90 per cent in 
those allowed up on the fourteenth postoperative 
day. When patients became ambulatory on the 
seventh postoperative day the recurrence rate was 
0.85 per cent. 

The general incidence of complications, includ- 
ing atelectasis, embolism, hematoma, infection, and 
thrombophlebitis, was 17.6 per cent in patients who 
became ambulatory on the fourteenth postoperative 
day, as compared with 6.3 per cent in those let out 
of bed on the first postoperative day. 

The authors concluded that early ambulation 
did not increase the recurrence rate in primary in- 
guinal hernioplasty and that a marked reduction 
in the complication rate was effected by this pro- 
gram. Other advantages of early ambulation were 
reduction in the period of hospitalization and more 


rapid rehabilitation. (Ann. Surg., 18:1128, 1952.) 


End Results in Malignant Melanoma 


In a follow-up study of 1,190 cases of malignant 
melanoma treated at the Memorial Cancer Center 
and at Memorial Hospital in New York, Pack and 
his co-workers have studied the results of treat- 


ment in different types of patients. The ten-year 
definitive cure rate was 12 per cent in cases treated 
prior to 1940. After the adoption of routine radical 
surgical treatment in that year, the percentage of 
five-year cures rose to 21.4 per cent. The five-year 
end results in women were better than in men, but 
there was no difference in prognosis according to 
age. 

Delay for more than one month in performing 
radical glandular resection, after adequate local 
excision of the growth, reduced the five-year cure 
from approximately 40 per cent to 17 per cent. 
Although the results of treatment were much better 
if metastases were not present in regional lymph 
nodes, only 45.5 per cent of patients undergoing 
radical glandular resections, in whom no metastases 
were found, survived for more than five years. 

The authors recommended radical resection of 
the local growth and regional lymph nodes in con- 
tinuity in all cases of the disease, and stressed the 
importance of obtaining proper surgical treatment 
without delay. (Ann. Surg., 136:905, 1952.) 


Diverticulitis and Carcinoma 


In Most instances diverticulitis of the sigmoid is 
readily diagnosed from symptoms, physical exam- 
ination, laboratory studies, and x-ray findings. 
Certain complicated cases can be difficult to evalu- 
ate, however. An example of such difficulty is 
found when diverticulitis and carcinoma co-exist— 
a condition demonstrated by eighteen cases collected 
by Morten over a twenty-year period. 

In the presence of perforation, abscess forma- 
tion, or bleeding, attempts to arrive at a correct 
diagnosis require all the acumen of experienced 
physicians. Usually the radiologist can give con- 
siderable assistance. If he can demonstrate an area 
of spasm of the sigmoid, with irritability, dis- 
tensibility, tenderness, and a few diverticuli, ob- 


jective evidence of diverticulitis is present. On the 


other hand, if a short segment is involved, with 
poor filling, and if this area is nonsensitive, rigid, 
and not distensible, the likelihood of cancer is 
strong. In many instances these criteria are in- 
sufficient for a correct diagnosis. Although in the 
final analysis the microscopic picture should be 
depended upon, it is difficult and sometimes 
dangerous to perform a satisfactory sigmoidoscopic 
examination, and biopsies even taken at operation 
may be unreliable. 

When the diagnosis is in doubt, the author 
recommends a reasonable medical trial in the hope 
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that the inflammation may subside. This consists in 
bed rest, a low residue diet, antispasmodics, and 
antibiotics. Within a few days the fever, leukocyto- 
sis, and tenderness should subside, and inflamma- 
tory masses should grow smaller. 

Bleeding is a dangerous symptom and, if it con- 
tinues, exploratory laparotomy is indicated. When 
the intestine is resected, the resection should be 
as radical as though cancer were known to be 
present, removing parts of adherent organs with 
the mass and repairing the defects afterward. 

Although there may be some risk of performing 
an extensive operation when diverticulitis rather 
than cancer is the cause, this risk must be balanced 
against the scattering of cells of possible cancer. 
The author emphasized that the only way of dif- 
ferentiating complicated diverticulitis and car- 
cinoma is by microscopic analysis. (Surgery, 32: 


755, 1952.) 


Blood Bilirubin in Heart Failure 


PaTIENTS with congestive failure regularly had an 
elevation of the total bilirubin content of the blood, 
according to Schalm and Hoogenboom. Changes 
in heart failure for better or for worse were reflected 
promptly in bilirubin values. When heart failure 
was compensated, the value was restored to nor- 
mal, unless there were permanent alterations in the 
liver parenchyma. Both fractions of bilirubin were 
affected, although the indirect-reacting fraction 
usually showed a greater elevation. 

The authors explained this phenomenon on the 
basis of passive congestion of the liver, with anoxia 
presumably causing local changes that account for 
hyperbilirubinemia. None of the cases showed 
clinical evidence of pulmonary infarction. (Am. 
Heart J., 44:571, 1952.) 


Operation for Obstructed Colon 


Prompr surgical decompression of obstruction ot 
the colon is important, because this is a closed- 
loop type of intestinal obstruction. Because there 
have been differences of opinion about the best 
technique for decompression, Albers and Smith 
compared the results of cecostomy with those of 
transverse colostomy. Morbidity and mortality were 
generally greater when the cecum was used as the 
site of decompression, and results were worst of all 
when “tube cecostomy” was done instead of an 
exteriorized cecostomy. 

The authors concluded that transverse colostomy 
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is the procedure of choice when obstruction is 
distal to the transverse colon, and that an exteri- 
orized cecostomy is the next best operation. (Surg., 
Gynec. e& Obst., 95:410, 1952.) 


Traumatic Aneurysm of the Aorta 


HOo.uincswortH, Johnston, and McCooey report 
four cases of saccular aneurysm of the thoracic 
aorta due to blunt trauma to the chest in the ab- 
sence of any penetrating wound. In all of their 
cases the first portion of the descending aorta was 
involved. The first portion of the ascending aorta 
may also be involved in this form of traumatic sac- 
cular aneurysm. 

These patients all were injured in automobile 
accidents, and the theory that is suggested for the 
development of the aneurysms proposes that the 
central portion of the descending aorta is less 
rigidly bound than other portions of the descend- 
ing aorta and is snapped forward by the momentum 
of the deceleration force and the mass of the aorta’s 
content of blood. The authors believe that active 
treatment is indicated in most cases, if it can be ac- 
complished without undue risk. They recommend 
cellophane wrapping of the aorta. (J. Thoracic Surg., 
24:325, 1952.) 


Strictures of Urinary Passages 


BECAUSE cortisone had been shown to inhibit forma- 
tion of granulation tissue in experimentally induced 
wounds, Baker, Govan, and Huffer investigated the 
value of this agent in prevention and treatment of 
strictures of the ureter and urethra. After experi- 
ments in animals had supported the idea, twenty- 
four human patients with severe urethral or ureteral 
stricture were treated. An additional four patients 
were observed following operations that usually 
produced some degree of secondary stricture. 
Cortisone (50 mg.) was injected intramuscularly 
twice daily for two days preoperatively and for two 
to three weeks after operation. The dosage of cor- 
tisone was then gradually reduced and finally 
stopped during the fourth week after operation. 
Operations for relief of stricture were intended to 
excise, incise, or actually rupture all scar tissue. 
Of these twenty-four patients who had severe 
strictures, twenty-two were apparently cured. Of 
the four patients who had operations that com- 
monly produce stricture, none developed this com- 
plication. All patients also received antibiotic drugs 
for four weeks—the intentions being to reduce in- 


fection to a minimum and thereby modify fibro- 
plasia in the wound; and to diminish the tendency 
of cortisone to “encourage” bacterial infection. It 
would have been helpful to the general reader if the 
authors had stated what effect antibiotic drugs 
alone might have in management of stricture. (Surg., 
Gynec. & Obst., 95:446, 1952.) 


Chronic Hidradenitis Suppurativa 


Tuis condition is a chronic acneform infection of 
the cutaneous apocrine glands, subcutaneous tissue, 
and fascia. Apocrine glands are located in the 
axilla, around the nipple, and at the groin, peri- 
neum, perianal, and umbilical regions. The disease 
appears in one of these areas as a chronic, deep 
inflammation with scarring, multiple abscesses, and 
draining sinuses. 

According to Conway and associates, chronic 
hidradenitis suppurativa seldom responds to con- 
servative treatment. They recommend radical ex- 
cision of all diseased tissue with replacement by 
thick split grafts of skin. (Surg., Gynec. & Obst., 
95 :455, 1952.) 


Quinidine for Auricular Fibrillation 


A BATTERY of hemodynamic studies were per- 
formed by Hansen, McLendon, and Kinsman in 
fourteen patients before and after conversion of 
auricular fibrillation to sinus rhythm by means of 
quinidine. At the time of study, every patient was 
being maintained on digitalis and had been receiv- 
ing other treatment necessary to control congestive 
heart failure. 

The investigators found that conversion to sinus 
rhythm was beneficial in the majority of the group, 
as evidenced by improvement in results of tests of 
cardiocirculatory function. An interesting side- 
light was the fact that not all of the improvements 
could be ascribed to an effect of quinidine on the 
heart; some of them seemed to indicate that the 
drug had an effect upon the entire circulatory 
system. (Am. Heart J., 44:499, 1952.) 


ACTH and Cortisone for Leukemia 


IN THEIR study of the influence of ACTH and corti- 
sone on acute leukemia of childhood, Bierman and 
co-workers found that these drugs: (1) caused 
definite remissions in seven of fifteen cases, and 
(2) had no effect on the duration of life. (California 
Med., 77:238, 1952.) 


Rocky Mountain Spotted Fever 


Durie the acute phase of Rocky Mountain spotted 
fever, Rosenblum and associates found neurologic 
abnormalities in fifteen of thirty-seven patients. 
When these same patients were re-evaluated from 
one to eight years after the acute phase of the ill- 
ness, fourteen of the thirty-seven patients com- 
plained of symptoms related to the central nervous 
system. These symptoms included headache, ner- 
vousness, backache, emotional lability, lack of 
emotional control, overactivity, convulsions, dizzi- 
ness, staggering, and weakness. Electroencephalo- 
graphic tracings were also abnormal. Patients 
treated with supportive measures alone were more 
likely to have residual neurologic lesions than pa- 
tients given adequate antibiotic therapy. (Arch. Int. 
Med., 90:444, 1952.) 


Adenocarcinoma and Adenoma 


Uniker and Storey report a case of a peripherally 
located bronchial adenoma detected six years be- 
fore its removal. At histologic examination, there 
was evidence both of bronchial adenoma and of its 
transformation into adenocarcinoma. This case 
gives added support to the use of pulmonary re- 
section for bronchial adenomas. (J. Thoracic Surg., 
24:420, 1952.) 


Preanesthetic Induced Cough 


For some time Greene and Berkowitz used an in- 
genious method for testing patients for the pres- 
ence of bronchitis just before anesthetics were ad- 
ministered. They asked the patient to cough 
vigorously and evaluated the sound of the cough. 
After a little practice they could readily distingu- 
ish a normal response from the response of a pa- 
tient having some degree of bronchitis. Easiest to 
evaluate were patients having a “wet” cough. 

By this method the authors often detected a 
“wet”? cough in patients whose preoperative records 
indicated that the respiratory tract was negative. 
An abnormal induced cough was truly an uncom- 
mon finding in patients who did not smoke. Fol- 
low-up appraisals indicated that postoperative 
respiratory complications were limited almost 
entirely to patients in whom an abnormal cough— 
particularly a “wet”? one—had been observed 
before anesthesia. 

Greene and Berkowitz therefore concluded that 
the preoperative induced cough could be used as a 
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screening device to select patients who would 
need special attention to prevent postoperative 
atelectasis or pneumonia. They then put this dic- 
tum to practical use—reported that they have 
managed 200 gastrectomies and 400 cholecystec- 
tomies with striking success in reducing the in- 
cidence of respiratory complications. (Ann. Int. 
Med., 37 :723, 1952.) 


Pneumonitis Due to Bronchial Adenoma 


Accorpinc to McBurney, Clagett, and McDonald 
bronchial adenoma is a slow-growing tumor which 
metastasizes in 5 to 10 per cent of cases, but which 
does most harm because of the effects of bronchial 
occlusion. In their experience about 60 per cent of 
patients with bronchial adenoma have significant 
obstructive pneumonitis. The degree of obstructive 
pneumonitis is directly related to the duration and 
degree of bronchial obstruction. About 90 per cent 
of bronchial adenomas are centrally located and 
demonstrable at bronchoscopy. Ten per cent of 
bronchial adenomas are located peripherally and 
produce few or no changes of pneumonitis. (J. 
Thoracic Surg., 24:411, 1952.) 


Spontaneous Rupture of the Esophagus 


SPONTANEOUS rupture of the esophagus is caused 
by a sudden increase in intraluminal esophageal pres- 
sure. Nearly all of the reported cases of this dis- 
ease show positive or suggestive evidence of pre- 
existing disease of the esophagus, although such 
disease may have been asymptomatic. Poor nu- 
trition or disturbance in protein metabolism may 
weaken the esophageal wall, according to Ander- 
son. 

At the onset of rupture, there is sudden severe 
substernal, epigastric, or abdominal pain. Shock, 
dyspnea, and cyanosis may ensue. Subcutaneous 
emphysema, pleural effusion, and abdominal rigid- 
ity are frequently present. The chest fluid may be 
turbid or blood-stained and should be tested for 
food particles and hydrochloric acid. A swallow of 
barium or Lipiodol during fluoroscopic examina- 
tion will often outline the perforation or show a 
peri-esophageal pocket with direct communication 
into the pleural cavity. Dye taken by mouth may 
be recovered in the pleural fluid. 

The prognosis is grave. The patient should be 
operated uponas soonas the diagnosis is established. 
Thoracotomy and repair of the rupture should be 
carried out. (J. Thoracic Surg., 24:369, 1952.) 
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Cardiovascular Changes in Paget's Disease 


IN THEIR review of the mechanism and incidence of 
cardiovascular changes in osteitis deformans (Pag- 
et’s disease), Sornberger and Smedal concluded 
that an important factor in provoking such changes 
is the need for increased cardiac work secondary to 
the great increase of vascularity of affected bones. 
In this respect the hemodynamic influences are 
similar to those of arteriovenous fistula. Other 
factors that account for the high incidence of cardi- 
ac disease in this disorder include severe deformi- 
ties of the spine and chest and concomitant athero- 
sclerosis and hypertension. (Circulation, 6:711, 


1952.) 
Operations for Arteriosclerosis 


FROM THEIR Own active experience, Freeman and 
Leeds recently wrote about the methods whereby 
expert vascular surgeons now contend with compli- 
cations of severe peripheral arteriosclerosis. 

One technique, thromboendarterectomy, is the 
removal of thrombus and diseased intima from an 
occluded artery. After the surgical incision in the 
vessel has been sutured, anticoagulants are given 
until a new intimal lining has developed. 

When an obstructed channel cannot be re- 
opened, as in thromboendarterectomy, the surgeon 
can sometimes replace the obstructed segment, using 
a vein graft. Among various methods that might be 
tried for reinforcement of the graft, Freeman and 
Leeds give special notice to the use of an aneurys- 
mal sac to enclose the graft. 

In other circumstances, it may be possible to 
by-pass a diseased artery. For example, the splenic 
artery can be swung down and attached to the left 
iliac artery to by-pass an aneurysm involving the 
aorta and iliac arteries. (California Med., 77:229, 
1952.) 


Unilateral Renal Disease: Hypertension 


Perera and Haelig found twenty cases after search- 
ing their own experience and the published litera- 
ture for examples of hypertension caused by uni- 
lateral renal disease. Diagnosis was based on 
definite criteria, as follows: definite hypertension 
(multiple readings above 140/90), adequate ex- 
amination of ocular fundi prior to surgery, and 
restoration of normal blood pressure (normotensive 
for a minimum period of observation of one year) 
after removal of a diseased kidney. 

Patients who fulfilled these criteria had a fairly 
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distinctive clinical pattern. Hypertension was 
severe and usually of the “malignant” type. Often 
there was a short history of illness. The combina- 
tion of abrupt onset and severe effect of hyper- 
tension seems to have been especially suggestive of 
unilaterai kidney disease as the cause of hyper- 
tension in patients over 50 years old. (Circulation, 
6:549, 1952.) 


Malignant Phase of Hypertension 


THE syndrome of malignant hypertension presents 
three chief components: hypertensive neuroretino- 
pathy, rapidly progressing renal failure, and necro- 
sis of arterioles. Pickering believes that these 
changes are attributable entirely to the severity of 
hypertension. He prefers the term “malignant 
phase” of hypertension, with addition of the basic 
etiologic condition when this is known, ¢.g., es- 
sential hypertension, nephritis, polycystic kidney, 
or the like. Incidentally, he reports that the malig- 
nant phase has been known to result from all causes 
for hypertension except coarctation of the aorta. 
He assumes that in this last disease the hyper- 
tension is never severe enough to produce the ma- 
lignant phase. 

Pickering’s hypothesis for explanation of the 
malignant phase of hypertension emphasizes the 
importance of treating severe hypertension vigor- 
ously. In his opinion, development of severe retinal 
changes particularly “makes it imperative that 
measures should be taken at once to reduce arterial 
pressure and keep it down, if the patient’s life is to 
be spared. If not, the arteriolar necroses conse- 
quent on severe hypertension will kill him.” (Czrcu- 
lation, 6:599, 1952.) 


Constrictive Pericarditis 


Enrenuarr and Taber report a case of traumatic 
hemopericardium which was followed by the de- 
velopment of constrictive pericarditis. The authors 
also present experimental evidence that the lipid 
fraction of blood is probably the significant com- 
ponent in the production of the chronic pericardial 
reaction. (J. Thoracic Surg., 24:355, 1952.) 


Enterococcal Endocarditis 


Many penicillin-resistant cases of subacute bacterial 
endocarditis are due to one of the enterococci. The 
distinguishing properties of this form of strepto- 
cocci are their facile growth in 6.5 per cent saline- 


lactose agar at 20° C. and their ability to reduce 
methylene blue in milk. 

James reports two cases of enterococcal endo- 
carditis. He recommends that a combination of 
penicillin and streptomycin be used as the anti- 
biotics of choice. The penicillin is given intra- 
venously through a polyethylene catheter, in a dose 
of 20,000,000 units per day in 5 per cent dextrose 
solution in distilled water. Heparin (50 mg.) is 
added to each 1,000 cc. of solution. Intracatheter 
clotting is thus obviated without exerting any sig- 
nificant systemic effect on coagulation. One gram 
of dihydrostreptomycin is administered intramus- 
cularly twice daily. 

The author considers the teeth as a potential 
focus of infection whence enterococci may enter 
the blood stream. Both of his patients had peria- 
pical abscesses, and the teeth in both cases yielded 
pure cultures of enterococcus. (Arch. Int. Med., 
90 1952.) 


Effect of Penicillin on Clotting 


TRIANTAPHYLLOPOULOS and Waisbren performed in 
vitro and in vivo experiments on the effect of vary- 
ing concentrations of crystalline penicillin on blood 
coagulation. Their studies failed to show any effect 
of penicillin on the coagulation time, prothrombin 
time, and clot retraction. The effect of penicillin on 
the prothrombin consumption, protamine titration, 
labile factor, and thrombin of normal blood was 
shown to be insignificant. (Arch. Int. Med., 90:653, 
1952.) 


A-V Fistula of the Lung 


ARTERIOVENOUS fistula of the lung should be sus- 
pected whenever a patient who does not have con- 
genital heart disease has cyanosis, clubbing of the 
fingers, and polycythemia. A continuous extra- 
cardiac murmur, with accentuation of both systolic 
and diastolic phases at the height of deep inspira- 
tion, is diagnostic of an arteriovenous fistula. How- 
ever, not all patients with arteriovenous fistula of 
the lung present characteristic signs and symptoms, 
according to Talbot and Silverman. They report a 
case in which a small round shadow in the lung was 
found on routine x-ray examination of the chest. 
The patient was entirely asymptomatic. Lateral 
tomograms clearly demonstrated the pulmonary 
arteriovenous fistula. The patient was cured by the 
removal of the lingula of the left upper lobe which 
contained the arteriovenous fistula. (Arch. Int. Med., 
90 :569, 1952.) 
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Information Please 


Surgery for Mitral Stenosis 


Q. At what stage in the progress of a patient with rheumatic mitral 
stenosis should commissurotomy be done? Is it justifiable to do it 
prophylactically in a well-compensated patient? 


A. Most authorities agree that surgical treatment 
of mitral stenosis is not indicated if a patient has 
not had evidence of pulmonary hypertension (dysp- 
nea, hemoptysis). This opinion is based on the fact 
that such patients usually do not have tight mitral 
stenosis, and presumably they do not need the oper- 
ation—at least not at that time. 

If the patient in question has had increasing 
dyspnea, episodes of hemoptysis, or decreasing tol- 
erance for exercise and is now asymptomatic be- 
cause medical treatment has controlled the symp- 
toms, surgical treatment is indeed indicated. This 
would be an ideal time for the operation—certainly 
better than at a later date when maintenance of 
good compensation may become more difficult. 

Additional information on this topic is available 
in GP for August, 1952 (page 30), September, 1952 
(page 94), and February, 1953 (page 68). 


“Combined” Drug Therapy 


Q. Is there adequate justification for “combined” drug therapy? 
How can you give adequate doses of each drug without excessive 
and expensive overdose of the other in such mixtures as penicillin— 
sulfas? 


A. The common practice of combining several 
drugs as a “shotgun” therapy is to be deprecated. 
As indicated in the question, this results usually in 
the use of inadequate doses of each drug with an 
added cost of the mixtures. For example, the com- 
mon practice of utilizing many of the currently ad- 
vertised mixtures in the treatment of anemia is 
unjustified. It usually results in the use of an in- 


adequate amount of the particular drug indicated in 
a given case, with resulting poor effects. 

In the case of the penicillin-sulfa mixtures re- 
ferred to by the questioner, one is adding the haz- 
ard due to the use of two drugs. In some cases the 
combination of certain antibiotics, for example, may 
actually result in an antagonistic effect between the 
two. However, in certain cases combined therapy is 
indicated in order to obtain a synergistic action. 
For this reason one might use a combination of 
penicillin and sulfadiazine in certain very virulent 
infections rather than rely on either drug separately, 
since these do act by different mechanisms. How- 
ever, in general the use of combinations, except in 
cases in which such mixtures are definitely indi- 
cated, is to be discouraged. 


Treatment of Neurosyphilis 


Q. What is the latest treatment for neuvrosyphilis? My patient had a 
chancre about thirty years ago and thought he had been cured. 
Now he has involvement of the central nervous system, including a 
positive spinal fivid. 


A. The treatment of neurosyphilis has been mate- 
rially simplified and the results greatly improved by 
the use of penicillin. Today it is no longer necessary 
to give any of the arsenical or bismuth preparations 
to the patient with asymptomatic or symptomatic 
neurosyphilis, and only in the occasional patient 
with general paresis is the use of fever therapy 
necessary. 

The inquiry does not state what type of central 
nervous system involvement the patient has, but 
whether tabes dorsalis or general paresis, the pro- 
gram is quite similar. 

The first course of penicillin should consist of 
approximately 9,000,000 units. This may be given 
at the rate of 600,000 units per day or every other 
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day until the total of 9,000,000 units has been ad- 

ministered. A period of six months without treat- 
ment should follow, and at the end of this time the 
patient and the spinal fluid should be re-examined. 
A decrease in the cell count is the first evidence that 
the spinal fluid is improving and this is why a cell 
count is such an important part of all spinal fluid 
examinations. The serologic test, the gold curve, or 
the protein content will probably show no signifi- 
cant change by this time. 

The physical examination will show no changes 
in the objective neurologic signs of the disease, but 
weight gain, a sense of improved well-being, and 
some improvement in the subjective symptoms may 
be noted. Knowing so little about the patient men- 
tioned in the inquiry, it is difficult to recommend 
the subsequent treatment course, but as a general 
rule, a patient with clinical signs of neurosyphilis 
and a positive spinal fluid needs a second, but only 
rarely a third, course of penicillin. Each of these 
courses should consist of 9 to 12 million units of 
penicillin, given in the same manner as the first 
course. Experience has shown that if three such 
courses of penicillin do not produce satisfactory 
clinical and serologic improvement, giving more 
penicillin will not add to the therapeutic results. 


Toxic Effects of Banthine 


Q. Is there any sensitivity to Banthine? A patient of mine has de- 
veloped four attacks of paroxysmal tachycardia on different 
occasions after Banthine administration. The doses were small, 1 
or 2 tablet. Could these attacks be attributed to administration of 
Banthine? 


A. There are several case reports regarding sen- 
sitivity to Banthine. Of the two to which I wish to 
call your attention, the first is by C. H. Brown, and 
E. N. Collins, Gastroenterology, 18: 26, 1951. These 
investigators found in a large series of patients to 
whom Banthine had been given, dryness of the 
throat, cycloplegia, and urinary retention. They do 
call attention also to one physician in their series of 
patients who had angina pectoris whose cardiac pain 
was more severe during the taking of the drug, and 
his pulse rate markedly increased. 

The second of these references is D. Liebowitz, et 
al., J.A.M.A., October 18, 1952, p. 672. They 
treated fifteen patients with peptic ulcers and stud- 
ied very carefully the untoward effects to the drug 
Banthine. The dosage of the drug had to be indi- 
vidualized to avoid the untoward symptoms men- 
tioned by the foregoing observers, but actually these 


investigators gave as high as 1,800 mg. a day instead 
of the usual dose of 400 mg. a day. They observed 
the same type of symptoms as the previous clinicians 
observed. However, they did not observe tachy- 
cardia. Since Banthine blocks the vagus nerve both 
at its ganglion and the myoneural junction of the 
heart, it is entirely possible that in a sensitive indi- 
vidual this drug may produce tachycardia. How- 
ever, it is my opinion that the small dosage sched- 
ule set forth in your inquiry was not responsible for 
the tachycardia in your patient. 


Desensitization Methods 


Q. In adolescents and young adults being desensitized hypodermi- 
cally to (1) ragweed pollen, and (2) bee stings, when can one con- 
sider discontinuing desensitization—after approximately how many 
years? Is there a test which helps supply an answer to the above 
question? 


A. The time required for desensitization varies 
considerably in individual patients. It is dependent 
on the technique of the treatment as well as on 
many factors other than the treatment: the intensity 
of exposure to the main offender and to secondary 
factors, especially inhalants; existing sensitivity to 
food; presence of secondary infections; living con- 
ditions, etc. Three to five years are named as the 
time that treatments with pollen injections should 
be carried on. However in some patients it requires 
much more time. If the treatments are discontinued 
after “three to five years” the patient may remain 
symptom-free for one or two seasons and then the 
condition may recur. 

Many have adopted a procedure originally advo- 
cated by Waldbott (described in GP, 2:49-52, 
September, 1950) who gauges the degree of existing 
sensitivity by the size of the local reactions from the 
injections. After two or three years the intervals 
between the injections with the top dose, are ex- 
tended from three to four, then to six weeks; if the 
injection does not induce excessive local reactions, 
one is given every two, three, or even four months. 

As to desensitization for bee stings, some of the 
commercial houses prepare an extract of which 
0.1 cc. is equivalent to one bee sting. It is desirable 
to reach a dose about ten times as high and then 
continue with this dose monthly, again trying to 
extend the intervals further if the local reaction is 
not excessive. Desensitization for a bee sting is not 
nearly as long drawn out as for pollen. Here too no 
definite rule as to the length of time can be set up 
because of individual variations in the response to 
this treatment. 
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Business and Economies 


COMMONWEALTH FUND AIDS DOCTOR-PATIENT STUDIES 


THe Commonwealth Fund, established in 1918 by 
Mrs. Stephen V. Harkness of New York “to do 
something for the welfare of mankind,” has con- 
sistently encouraged experimental studies in the 
field of medicine. As a result, a number of medical 
schools throughout the country, interested in alter- 
ing teaching programs to allow more student-patient 
contact, have been receiving grants-in-aid, and some 
such programs are briefly described in the recently 
published annual (1952) report of the Fund. 

Objectives which the Fund describes itself as in- 
terested in forwarding are those “which tend to 
shift emphasis from teaching to learning, from the 
department to the school, and from the specialty to 
the patient.” Taken as a whole, the programs sup- 
ported at various schools are considered experi- 
ments from which information can be derived on 
improving medical education. It is not anticipated 
that the teaching of good medicine can be reduced 
to a pat formula, but, rather, that such dynamic ex- 
periences as these programs will indicate what com- 
ponents of general medicine and of specialized 
knowledge and skill must be integrated in successful 
teaching programs, and in what proportions. 

Grants to the University of Colorado and to 
Cornell University Medical College have gone to as- 
sist the schools operate a new type of clinic, in which 
students participate in providing continued, com- 
prehensive medical service to patients. Special test- 
ing programs are set up to measure effects of new 
elements in this learning process. 

Support is also being given to the University of 
Tennessee for its “family general practice clinic” 
described in the December, 1951, GP. Dr. Paul 
Williamson, author of that article, and a member of 
the American Academy of General Practice, is in 
charge of the clinic. 

At the University of Louisville School of Medicine, 


GP ¢ March, 1953 


the Fund has subsidized the teaching of pediatrics 
in the perspeciive of public health and psychiatry, 
to provide new information on preventive services of 
well baby clinics. 

The “family advisor” program at the University of 
Pennsylvania is mentioned as a particularly inter- 
esting experiment supported by the Fund. In this 
elective program, the student is assigned in his 
freshman year as medical advisor to a family. The 
student makes his own contact with the family as a 
“doctor in training,” makes regular visits, and is 
called in to observe when any member of his “fam- 
ily” receives medical care. As the student moves in 
to the clinical years of his training, his responsibili- 
ties for the medical care of his family increase. 

A somewhat similar plan is supported at the Bos- 
ton University School of Medicine. There, a year of 
family study, and a month of home calls are required 
of each student. 

The Commonwealth Fund has also contributed 
toward expenses of a study now being made by the 
University of Florida preparatory to developing 
schools of medicine and nursing in a medical cen- 
ter. In a model of careful forethought and planning, 
a broad study of the needs of the state as well as of 
the present resources of the university are going 
forward to help in developing the policy, structure 
and facilities of the future school. 

All these are experiments concerned with medi- 
cal teaching, and with learning through contact with 
patients in the clinical years of the medical course. 
As medical education now stands, the relationship 
of generalized to specialized medicine is far from 
being stabilized. In the opinion of the Fund, “‘it is 
premature today to commit medicine to any rigid 
definition of this relationship, which needs to be 
clarified by many experiments in many different 
settings.” 
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PHOTOGRAPHY OF PATIENTS: SUGGESTIONS 


FOR POSING AND LIGHTING 


BY STANLEY J. McCOMB 
Section of Photography, Mayo Clinic, Rochester, Minnesota 


Tue general practitioner who wishes to make photo- 
graphic records of patients should acquaint himself 
with a few basic factors which contribute to clarity 
and effectiveness of the pictorial record. Of pri- 
mary importance is the selection of the optimal as- 
pect of the subject. Focusing, scale size (ratio of 
film image size to original), and attention to the 
background are additional factors which influence 
the result. 

It is sound practice to obtain a written release 
from every patient photographed. This should per- 
mit the use of the pictures at the discretion of the 
physician. Permission is rarely refused if a patient 
is made aware of the value of the photographs to 
the physician and thus indirectly to himself. 

Proper positioning of the patient or affected part 
is important from the standpoint of what the cam- 
era sees, in the avoidance of subject movement, and 
as an aid in obtaining maximal sharpness. In gen- 
eral, the axis of the camera should be directed 
toward the center of the main area of interest (Fig- 
ure 1). Usually, this results in the planes of the 
subject being parallel to the film plane, thus offer- 
ing better control of the depth of field, which may 
be described simply as the portion of the subject, 
from front to back, which is in sharp focus in the 
picture. 


Make the Patient Comfortable 
The patient should be positioned as comfortably 


as possible commensurate with photographic re- 
quirements. Freedom from tension may be obtained 
by utilizing various supports. A small table, a ver- 
tical stand with a tilting surface, a lap board (con- 
venient for views of the hands), and a head support 
are examples. A standing patient may grasp the 
back of a chair (placed about a foot to the side) to 
counteract a tendency toward unsteadiness. An ex- 
amining table may be utilized in many ways. In 
photographing lower extremities, it is helpful from 
a technical standpoint to have the patient stand on 
a low platform or stool. This aids in keeping the 
film plane parallel to the subject. 


Figure 1. Diagrammatic repre- 
sentation of camera alignment. 


Figure 2. Distorted perspec- 
tive due to insufficient cam- 
era-subject distance. The 
remedy is a smaller image 
resulting from increased 
working distance, or, a 


longer focal length lens. 


Close-up views require firm support as the depth 
of field is limited in such situations. The slightest 
movement of the subject from the plane of focus will 
result in an unsharp picture. Focusing must be 
critical whether done visually on a ground glass or 
by finder and measurement. An unsharp photo- 
graph has little illustrative value because the detail 
is missing. Again, after the proper aspect of the 
patient has been decided upon, one always should 
be certain that it is imaged sharply in the film plane. 

It is usually of benefit to make photographs of 
patients to some definite scale or size, dictated first, 
by photographic requirements of a particular pa- 
tient, and second, by the general pathologic cate- 
gory. The scale of a photograph is simply the pic- 
ture size in comparison with the original. It is de- 
termined by the distance of the camera from the 
subject; the closer the camera, the larger the image. 
It must be remembered that if the camera position 
is too close, it results in distortion (Figure 2). 
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If only occasional records will be made, this re- 
quirement may be ignored, but, if a record of a sim- 
ilar condition in many patients, or a progress record 
ne of one patient is contemplated, uniformity of size 
‘ai and position is desirable. Repeated uniformity of 
scale may be obtained by having definite camera and 
subject positions marked on the floor or adjacent 
wall. Lens positions for different sizes may be 
marked on the bed of a view type camera. A focal 
frame, of course, automatically determines the size 
and distance. In fact, uniformity of all relevant fac- 
tors is desirable (Figure 3). 

In view of the many different cameras described 
in an earlier article, it is difficult to state definite 
scale sizes. It might be better to think in terms of 
field sizes or subject areas, such as full figure, half 


figure, an area comparable to the head or to head igure 3. Lack of similarity of relevant factors detracts 
and shoulders, and a close-up view embracing an _from the effectiveness of these comparative photographs. 


* 


Figure 4. Typical subject-area sizes; a, full figure; », half figure; ¢, portion of lower part of leg; d, typical close-up view. 


eye, an oral view or similar view (Figure 4a, b, c, ‘Figure 5. Draping to exclude dressings or restriction of 
and d). Actual practice may indicate need for other #74 Photographed would have improved this photograph. 
sizes. Photographic coverage of a condition should 
be adequate. In other words, one should be sure 
that enough pictures, at varying scales, are taken to 
convey pictorially all the information needed. 


Choosing a Background 


Attention to background, and draping of the pa- 
tient, when necessary, are valuable expedients for 


P 
a 
if 


(b) 


Figure 6a. Photograph made with typical single light source; b, 
subject in same position and photographed with different lighting 
arrangement. 


Figure 7a. Distracting shadows due to faulty placement of back- 
ground in conjunction with single light source; b, improved 
appearance when subject is positioned several feet ahead of the 
background. An additional light or two may be directed at back- 
ground as shown in the lighting diagram. 


(b) 


concentrating attention on the area of interest (Fig- 
ure 5). While there may be a few occasions when 
the draping of an area of a patient is necessary, 
some means of separating the patient from the usual 
examining room equipment is essential. Around 
this basic situation may be evolved many ideas for 
backgrounds. Where space permits, a wall may be 
painted (matte or flat finish) in white, gray, or black. 
Reflective surfaces should be avoided. If color pho- 
tography is contemplated, background tones may 
be the ones mentioned, particularly white, or any 
cool pastel shade. It should not attract attention to 
itself. For most situations, a light green or pale blue 
color is satisfactory. These colors usually are re- 
corded as light gray on black and white films. One 
tone may be painted on the wall, and a contrasting 
tone may be painted on a roller shade which can be 
pulled down in front of the painted wall. A plain 
cloth drape, free of folds or creases, may be used, 
For smaller subject areas, cardboard or plain textiles 
may be used. Black velvet is an excellent medium 
for a great variety of situations. One should note 
the use of all the backgrounds mentioned in the 
illustrations throughout this article. 

Black as a background tone has the advantage of 
eliminating all shadow lines resulting from the pho- 
tographic lights. When a white background is used, 
these shadows may be minimized by positioning the 
patient in contact with the background, with the 
light as close to the lens as possible (Figure 6). If 
space permits, the patient may be placed well in 
front of the background, and other lighting tech- 
niques used (Figure 7a and b). 


Lighting Procedures 


The lighting for photographing patients is not 
difficult in most instances, once essential require- 
ments are understood. Standardized procedures 
then can be adopted which are capable of repeated 
duplication with any type of lighting unit, whether 
incandescent bulbs or flash bulbs are used. What 
is desired is a lighting arrangement yielding good 
delineation of outline, contour, and surface texture, 
with proper rendering of tonal relationships. 

In general, artificial lighting techniques are pat- 
terned after direct natural lighting which comes 
mainly from above so that shadows are created un- 
der a prominence, giving a feeling of roundness and 
depth to a picture. 

Lighting arrangements may vary for different sit- 
uations and conditions, but they are all derived from 
a few basic setups. Flat lighting results when units 
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of equal intensity are placed in identical positions 
on both sides of the camera. Shadows from one 
light are nullified by light from the other (Figure 8). 
Practically the same effect is created when a single 
source of illumination is placed close to the camera 
lens. Then, however, body outlines tend to be 
shadowed. 

Better modeling results when one light, called 
the “main light,” is placed at about an angle of 45 
degrees to the axis of the camera lens and higher 
than the main point of interest in the subject. A 
second light, the “fill-in light,” is placed near the 
camera and at about the same height as the camera. 
If the lights are of equal intensity, the main light 
must be closer to the subject than the fill-in light 
in order to create the effect desired (Figure 9). As 
the angle between the main light and the camera in- 
creases, a cross-lighting is created. This yields a 
more striking delineation of surface texture (Fig- 
ures 10 and 11). 

For a full figure photograph, two lamps in each 
position would be required, one about a foot and a 
half higher than the head, and a lower one about 
thigh high. Oral views and many close-up views 


Figure 8. Lighting ar- 
ae rangement fer flat light- 


ing. 


Figure 11a. Surface texture inadequately shown 
with flat-lighting; improved rendition 
with strong cross light from side and above. 


require a source of light practically in line with the 
(h lens-subject axis to avoid shadows which tend to 
obscure detail. This is called “axial lighting.” 


view Incandescent and Flash Bulbs 
“— While these lighting arrangements relate mainly 
Figure 10. Basic arrange- of to the use of incandescent bulbs, they apply equally 
ment for “cross” or texture ¢ ~ when flash bulbs are used. More frequently, how- 
lighting. ‘ — ever, flash pictures are made with but one bulb rela- 
—_—_ tively close to the camera position, that is, to one 


side and slightly above. In fact, single flash bulb 


illumination for color photography is quite satisfac- 
tory, and in the interest of simplicity and standardi- 
or zation of technique it may be recommended as 
tic lighting. routine. 
A further refinement in lighting must be noted. 
run Lier aR All incandescent bulbs and flash bulbs may be used 
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“raw” or with some type of diffusing material in 
front of the light. A raw light is a harsh light with 
sharp shadow lines, yet it is useful in cross-lighting, 
and, if reflections are a factor, it yields a smaller 
highlight on a surface than a diffused light. Dif- 
fusing material may be thin white cloth, architects’ 
tracing cloth, spun glass sheets, or similar trans- 
lucent material. 

Lighting units most commonly used are tripod 
stand units and clamp-on units (Figure 12). For 
general lighting, reflectors producing a broad spread 
of light rather than a concentrated beam are recom- 
mended. Light sources may be high efficiency 
tungsten projection bulbs, in various wattages, or 
the more popular photoflood bulbs, which, however, 
have a shorter life. Photoflood bulbs commonly 
used are the No. 1, having a light output equal to a 
500 watt bulb, with a life of two hours, and the 
No. 2, with a light equivalent to 1,000 watts and a 
life of six hours. These latter photoflood bulbs are 
also available with built-in reflectors: the RFL No. 2 
(flood) and the RSP No. 2 (spot). They may be 
used in standard lamp sockets or on clamp-on units. 
The color quality of the light is suitable for use with 
indoor type 35 mm. color films, and, with an appro- 
priate filter, for color sheet film. Three No. 2 
bulbs may be used on a line fused for 15 amperes. 

The life of photoflood bulbs may be extended ap- 
preciably by using a dimming device or by wiring 
them in series-parallel, and switching from one to 
the other to change the intensity. 

It is desirable, and necessary in many cases, to 
use such a dimming device while positioning the 
patient and focusing, because of the brightness and 
heat. Similarly, when photoflash bulbs are used in 
close proximity to the patient, for example, to make 
a close-up view by using a focal frame and flash bulb 


Figure 12. Typical lighting unit on a tripod stand, adjustable 
for height and tilt of reflector. Clamp-on unit has full range 
of motion and may be used in any position. Units illustrated 
may be used with either No. 1 or No. 2 photoflood bulbs. 


on the camera, some means must be taken to reduce 
the intensity of the light in addition to closing the 
diaphragm. Coverings for the bulb of diffuse plas- 
tic material have been used with success by Fasal, 
as he explains in “Color Photography in Dermatol- 
ogy,” published in Medical Radiography and Photog- 
raphy, Vol. 27, 1951. Flash bulb manufacturers 
recommend a guard over the bulb as a safeguard 
against a bulb exploding when flashed. 

Bulbs with a color temperature of 3,200° K which 
resemble No. 2 photoflood bulbs are available. They 
have a color quality especially adapted to indoor 
color sheet films. It should be understood that any 
bulb intended for use with color films also may be 
used for black and white film. 

Electronic flash tubes are gaining popularity as a 
source of illumination. They consist of a gas-filled 
discharge tube and a capacitor for storing electric 
energy of high voltage. The light is produced by 
ionization of the gas in the flash tube as the current 
passes between electrodes. They are capable of 
many thousands of flashes and may be used singly 
or in multiples depending on the equipment. The 
color quality of the light is comparable to daylight. 

Determination of exposure when using incan- 
descent bulbs may be based on a light meter read- 
ing or on actual test exposures for various camera- 
subject distances and sizes. A neutral gray card 
held in the subject plane provides a uniform base 
for meter readings and eliminates variables due to 
background, clothing or other objects in the field 
of view. The meter should be held about 12 inches 
in front of the card (a 12 by 12-inch card is suffi- 
cient) in such a way that no shadows fall upon it; 
otherwise, a false reading will be obtained. Expo- 
sure correction for bellows extension, as outlined 
in the previous article, must always be made. Be- 
cause of the varied equipment and conditions under 
which photographs of patients may be made, it is 
impossible to offer definite exposure data. Experi- 
ence will indicate exposure ranges for the lighting 
arrangements and scale sizes described. Once ex- 
posure is determined, strict adherence to relevant 
factors will insure uniformity. 

In summary, the photography of patients can be 
simplified greatly by the selection of pertinent sub- 
ject sizes and the adoption of standard lighting ar- 
rangements for each. Proper positioning results 
in better clinical photographs. 


Eprror’s Nore: This is the second in a series of articles by 
Mr. McComb, designed to assist general practitioners in the use 
of cameras for diagnostic procedures. The next article in the 
sertes will appear in a subsequent issue of GP. 
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Tue recent decision of the Fifth Circuit U.S. Court 
of Appeals in the case of the United States vs. 
Hoxsey Cancer Clinic carries educational impli- 
cations for us all. Not the least of the lessons to be 
learned is that in these United States, in the middle 
of the 20th century, with sources of free public 
information undreamed of in other lands and other 
times, there are still hundreds of well-meaning folk 
who are satisfied to turn over four hundred hard- 
earned dollars for a paper shopping bag full of 
brown and pink medicines for the supposed cure 
of a real or imagined cancer. Let those who boast 
of the level of the public intelligence and the power 
of medical propaganda dwell upon that! 

The U.S. Court of Appeals, sitting at Dallas, 
Texas, reversed the decision of the trial judge and 
directed the court to issue an injunction prohibiting 
the defendants from distributing in interstate com- 
merce their dubious curatives. 

Within Texas, of course, where the scheme has 
headquarters, the gullible citizenry can continue 
its shopping bag cure at will; and in many parts 
of the country, people are still downing the Hoxsey 
nostrums in the belief that they have an effective 
treatment for cancer. 

Four important principles are laid down in the 
Circuit Court opinion, based on testimony by can- 
cer experts from all parts of the country. 

1. “... there is only one reliable and accurate 
means of determining whether what is thought to be 
cancer is, in truth and fact, actually cancer. This 
requires a biopsy, a microscopic examination of a 
piece of tissue removed from the infected and dis- 
eased region.” 

2. “... the opinion of a layman as to whether 
he has, or had, cancer, or a like opinion as to 
whether he has been cured and no longer bears 
the disease, if, in fact, it ever actually existed, is 
entitled to little, if any, weight.” 

3. “... despite the vast and continuous re- 
search which has been conducted into the cause 
of, and possible cure for, cancer, the aggregate of 
medical experience and qualified experts recognize 
in the treatment of internal cancer only the methods 
of surgery, x-ray, radium and some of the radio- 
active by-products of atomic bomb production.” 

4. “... upon such subjects a Court should not 
be so blind and deaf as to fail to see, hear and 
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U.S. COURT FINDS AGAINST HOXSEY CLINIC 


understand the import and effect of such matters 
of general public knowledge and acceptance, es- 
pecially where they are established by the over- 
whelming weight of disinterested testimony . . .” 

The Hoxsey Clinic, located in Dallas, Texas, 
ships its drugs to patients in many other states. 
The Court of Appeals ruled unanimously that “the 
overwhelming weight of the credible evidence re- 
quires a conclusion that the representation that 
the Hoxsey liquid medicines are efficacious in the 
cure of cancer is ... false and misleading. The 
evidence as a whole does not support the finding 
of the trial Court that ‘some it cures, some it does 
not cure, and some it relieves somewhat.’ ” 

Under the law, the defendants still have the 
right to petition for review by the United States 
Supreme Court. 

According to information from the Division of 
Medicine of the Food and Drug Administration, 
Federal Security Agency, Harry M. Hoxsey, head 
of the enterprise, is a native of Illinois whose formal 
education ended at the eighth grade. He took a high 
school diploma by correspondence in 1917, later 
worked in coal mines and wrote insurance. His 
father, an Illinois farmer, and claimed by his son 
to be a veterinarian, started the cancer treatment, 
and the son later began to peddle it from state to 
state, calling it the “Hoxide” treatment. He was 
convicted three times in Illinois for practicing med- 
icine without a license, and was enjoined in Iowa 
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from violating the Iowa State Medical Practice Act. 
He opened his Texas Clinic in 1936, rather 
modestly, but charged $300 for treatment, and, as 
the “cure” caught on, he moved to more elaborate 
quarters. Dr. Joseph Durkee, an osteopath, became 
‘Medical Director” of the Clinic in 1946. 

Hoxsey has two types of medicines, one for in- 
ternal, the other for external use. The external 
treatment was not an issue in the present case. 
The internal medicines are the brown and pink 
compounds, the former consisting of cascara 
sagrada, potassium iodide, extracts of buckthorn, 
prickly ash, red clover blossom, alfalfa, sugar, and 
water. The pink remedy is chiefly an elixir of 
lactated pepsin, containing variable amounts of 
potassium iodide. These are the chief treatment; 
there is also “supportive treatment” consisting of 
preparations containing iron, urinary antiseptics, 
vitamins, laxatives, and antacids. 

The entering patient has his history taken, is 
given routine blood and urine tests, and is then 
x-rayed. A number of flat x-ray plates taken from 


the clinic by inspectors showed belt buckles, but- 
tons, and other articles. 

The next stop is at the office of the Medical 
Director who, on the basis of the history and 
laboratory findings, makes the diagnosis and pre- 
scribes. Following this, the patient is carefully 
directed to the Business Manager who arranges for 
the fee and its payment. If any difficulty is en- 
countered here, Mr. Hoxsey himself takes over. 

The patient then leaves the clinic with a paper 
shopping bag containing a 30-day “supportive 
treatment” and the cancer medicine, referred to 
colloquially as ‘the tonic.” The patient is told to 
write back to the clinic concerning his progress 
and to request further medicine which is shipped 
for free. This procedure may continue indefinitely, 
though some patients are advised they are cured, 
and discharged. The fee is now $400, and Dr. 
Durkee testified that in the past five or six years 
he personally examined and treated five or six 
thousand patients, at the rate of 35 to 50 per day. 

Peace, it is all truly wonderful! 


“A cab-driver and two cops did it for me, but the ride was fun—sirens 
screaming, running through stoplights, tearing around corners...“ 
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TRENDS AND EVENTS IN THE NATION'S CAPITAL 


Medical Manpower Problem Before Congress 


IT HARDLY requires clairvoyancy to predict that one 
of the warmest topics in the halls of Congress this 
spring will be America’s medical manpower—more 
specifically, how to spread it equitably so that the 
armed forces can fill their doctor needs without 
causing undue hardship to the civilian population. 

The problem is wrinkling many brows. Depart- 
ment of Defense is worried because procurement is 
not keeping pace with the high rate of attrition, 
with hundreds of Reserve medical officers being 
discharged monthly as they complete obligated 
service. Selective Service is under pressure to tight- 
en up on deferments. Members of Congress are 
receiving a large volume of correspondence from 
doctors—particularly small town practitioners— 
who complain of inequities in the doctor-draft law 
and peculiar rulings by local draft boards. 

And, of course, thousands of physicians through- 
out the country are in a state of uncertainty as a re- 
sult of the recent order from Washington which 
lowered physical standards for commissioning and 
led to reopening of many cases of special registrants 
who previously had been placed in 4-F. 

Congress must act soon on extension of the doc- 
tor-draft law, which is due to expire on June 30. 
In contrast to circumstances which surrounded 
consideration and enactment of the present law, 
hurriedly rushed through Congress within ninety 
days after outbreak of fighting in Korea, there is 
every indication that both the House and Senate 
will tread the revision path cautiously and studi- 
ously. 

However, it probably is too much to expect that 
the lawmakers on Capitol Hill, in their fact finding 
and deliberations on the medical manpower con- 
scription question, will dig down to the roots. 
Congress is organized and run in such a way as to 
preclude a thorough exploration of every contribu- 
tory factor. The doctor-draft amendment bill will 
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be in the custody of the Senate and House Armed 
Services Committees. Notwithstanding the fact that 
other Congressional committees have a stake in the 
issue, tradition is against them as far as their par- 
ticipation in shaping of the new legislation is 
concerned. 

Logically, the bill’s preparation could be handled 
jointly—in the House—by the Interstate Commerce 
Committee, Education and Labor Committee, and 
Armed Services Committees, inasmuch as each has 
a measure of jurisdiction. Interstate concerns it- 
self with national health affairs; Education and La- 
bor with Federal aid to institutions of learning (in- 
cluding medical) and, of course, Armed Services 
looks after military problems. On the Senate side, 
similarly, Labor and Public Welfare Committee is 
concerned with the supply of medical manpower. 

Late in January, an Ohioan in the House raised 
this question within the Interstate Commerce Com- 
mittee. Since the doctor draft was inextricably 


Dr. William A. Sawyer, IAM Consultant. 
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linked with such things as annual output of the 
country’s medical schools, maintenance of local 
public health services, development of voluntary 
prepayment medical care plans, adequate staffing of 
civilian hospitals, and other matters within the legis- 
lative province of Interstate Commerce Committee, 
this particular Congressman wanted to know why 
it would not be logical for this committee to join 
with Armed Services in working out a sound bill. 

He was informed that they don’t do things that 
way on “The Hill.” Each committee is a jealous 
guardian of its autonomy. 


Health Agencies Slated for Overhaul 


Uncle Sam’s vast medical establishment, which 
has more ramifications affecting the general practi- 
tioner than is commonly realized, seems to be in for 
an important reorganization in the New Eisenhower 
Administration. Just what line it will take was still 
conjectural among Washington observers as Feb- 
ruary came in. They were rather certain that Federal 
Security Agency and Veterans Administration, 
which are the two largest nonmilitary branches of 
the Federal government concerned with medical 
care, public health, and hospitalization affairs, will 
be revamped in the interests of economy and op- 
erating efficiency. 

Potentially subject to policy changes are such 
programs as the following: Provision of govern- 
ment-paid medical care and hospitalization for vet- 
erans having nonservice-connected disabilities; 
VA’s so-called “home town medical care program,” 
under which the government utilizes services of 
private practitioners on a fee basis; grants and con- 
tracts supporting medical research projects in non- 
governmental institutions; financial assistance to 
state and local departments of public health; resid- 
ency and intern training in Public Health Service 


and veterans hospitals; maternity and child health 
programs; medical and vocational rehabilitation of 
the physically handicapped. 

A newly created agency upon which President 
Eisenhower will depend for reorganization advice 
is a three-member group headed by Nelson Rocke- 
feller. The other committee members are Arthur S. 
Flemming, president of Ohio Wesleyan University, 
and Milton S. Eisenhower, the President’s brother. 

Establishment by Congress, at request of the 
White House, of a Department of Health is re- 
garded as a strong possibility. Such a Department 
would consolidate all nonmilitary medical activities, 
although odds are against Veterans Administra- 
tion’s being divested of its responsibilities for health 
care of veterans. 


Machinists’ Union Hires Medical Consultant 


Latest manifestation of organized labor’s militant 
interest in medical care and preventive medicine 
comes from Washington headquarters of the In- 
ternational Association of Machinists, one of the 
country’s largest unions. Late in January, I[AM’s 
president, Al Hayes, announced establishment of 
the post of medical and health consultant and the 
engagement—on a fulltime basis—of Dr. William A. 
Sawyer to fill it. 

Nationally known in the field of industrial medi- 
cine, Dr. Sawyer retired recently from the medical 
directorship of Eastman Kodak Co. He has been 
active in industrial health since 1917. 

In his new position, Dr. Sawyer will set up and 
direct a health branch at IAM headquarters which 
will assist local unions in establishment of co-opera- 
tive and voluntary prepayment programs, take an 
active role toward furtherance of national legislation 
in the union’s interest, and disseminate written ma- 
terial on health education. 


MEDICAL EDUCATION COSTS RISE 


MINimuM cost of one year in medical school in 1950 ranged from $567 to $2,252, with a median 
of $1,473, according to the 52nd annual report on medical education in the United States 
and Canada by the Council on Medical Education and Hospitals of the American Medical 
Association. Average cost to a student for one year, during the same period, was said to 
range from $800 to $2,500, with a median of $1,800. While no subsequent study has been 


made, it is reasonable to suppose that rise in all costs in the last two years has upped these 


figures about 10 per cent. 
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ERS HAVE HELPED BUILD AMERIC 


Visitors to the New York Stock Exchange inspect one of its informative exhibits. 


THE FAMILY PHYSICIAN MEETS 


BY WILLIAM I. LaTOURETTE 
Security Analyst, Shearson, Hammill & Company 


Advantages of Investment Counsel 


Ont of the fastest-growing professions in the finan- 
cial world over the past fifteen years has been that of 
the professional investment advisor. This trend has 
been particularly evidenced by the rapid growth of 
the advisory services offered by New York Stock 
Exchange member firms. An important feature of 
such Investment Advisory Departments is that they 
are required by law to register with the Securities 
and Exchange Commission and they obligate them- 
selves to perform for their clients important func- 
tions which otherwise would be left for voluntary 
execution by the doctor-investor or his registered 
representative. Furthermore, these obligatory in- 
vestment functions are carried out by professionally 
trained, experienced personnel whose entire time is 
devoted to investment management. This is es- 
pecially important in our modern economy, which 
is so complex that no one individual can be reason- 
ably expected to perform all the operations that are 
essential for complete and continuous investment 
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management, particularly if one is engaged in a 
profession such as medicine which leaves so little 
free time. 

An important advantage of retaining the services 
of professional investment counsel is that it intro- 
duces a detached perspective which the doctor- 
investor himself cannot attain. After the doctor’s 
personal circumstances are analyzed and his logical 
investment objectives discussed, a long-term invest- 
ment program is drawn up by the advisor which is 
aimed at attaining the doctor’s objectives as be- 
tween safety, income, and appreciation. Alterations 
and modifications are then made in the plan accord- 
ing to the doctor’s desires and the program is then 
adopted as a permanent “blueprint” or “master 
plan” for the future management of the fund. The 
plan is then applied to the doctor’s existing invest- 
ment fund, and all security holdings are thereafter 
subject to continuous review and supervision. The 
entire responsibility for initiating future changes in 
the fund, in the light of constantly shifting economic 
conditions, rests with the investment advisory serv- 
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ice. The tax position of the doctor is of course con- 
sidered at all times in drawing up recommendations 
for his portfolio. Subsequent services performed by 
the investment advisor usually include the publica- 
tion of a monthly “policy letter” discussing the in- 
vestment outlook, and a complete quarterly review 
and appraisal of each fund, which analyzes every 
portfolio against the background of the general 
trend as well as the individual objectives. 


Results of a Managed Portfolio 


In setting up a portfolio for a conservative doc- 
tor, a permanent backlog of fixed-income securities 
is considered essential by most professional invest- 
ment advisors. Accordingly, about 20 to 25 pec cent 
or even more of the total fund may be set aside for 
investment in bonds or preferred stocks at all times. 
Such a policy provides a substantial degree of safety 
and stability in value for the fund as a whole, even 
though it necessarily restricts somewhat the amount 
of appreciation that can ultimately be expected. 

A theoretical security portfolio was drawn up by 
the investment advisory department of a leading 
New York Stock Exchange firm in October of 1949, 
in order to indicate the results that might be ex- 
pected from the application of its policy to the port- 
folio of a conservative investor. The investment ob- 
jectives set were reasonable growth in value and 
adequate income, and 20 per cent of the fund was 
set aside as a permanent safety factor for investment 
in high quality fixed-income securities. The pro- 
portion of the total portfolio invested in common 
stocks was varied in accordance with the economic 
views of the firm’s policy committee of eight mem- 
bers, which included three of the firm’s partners as 
well as the investment advisors. Occasional shifts 
were also made within the common stock portion of 
the “model fund” in accordance with the commit- 
tee’s views of changing trends within the economy 
as a whole. A portfolio of $300,000 was originally 
chosen for the theoretical fund, but only 65 per cent 
of the total was initially invested in common stocks 
because of the uncertain economic conditions of 
that year of moderate recession. The position of the 
fund at its inception and its subsequent progress at 
semiannual and quarterly intervals through Septem- 
ber of 1952 is shown in the table at the the top of 
the next column. 

The sharp rise in the proportion of the fund in- 
vested in common stocks during the first half of 
1950 represented primarily the reasoning by the 
policy committee that the economy had successfully 


value per cent in rate of annual 

date of fund common stocks income 

Oct. 17, 1949 $300,000 65 $13,862 
Dec. 31, 1949 316,589 62 13,348 
June 30, 1950 328,644 81 17,408 
Dec. 31, 1950 372,840 63 16,012 
June 30, 1951 380,515 55 15,881 
Dec. 31, 1951 392,433 59 15,951 
June 30, 1952 409,216 59 15,356 
Sept. 30 1952 404.082 56 15,600 


overcome the recession of 1949 and that business 
activity was likely to again turn upward. This view 
subsequently proved correct and the rise in business 
activity, corporate earnings, and dividend payments 
was reflected in rising stock prices. Profits were 
then taken on many common stock holdings in the 
portfolio in the advancing market of the following 
year. The proportion of the total fund invested in 
common stocks was reduced to 55 per cent by mid- 
1951, in recognition of the decline in corporate 
profits in prospect as a result of increased tax rates 
and a readjustment from excessive post-Korean 
buying. Common stock holdings of the fund were 
subsequently maintained at around 55 per cent to 
59 per cent over the succeeding eighteen months. 

The value of the “model fund” increased 35 per 
cent from its inception through the first nine months 
of 1952, even after allowing for a deduction of 
$17,000 during this period for commissions, capital 
gains, taxes, and management fees. While the port- 
folio’s gain of course was not as great as the 47 per 
cent advance scored by the Dow Jones Industrial 
Average of thirty stocks, it can be seen that the 
fund’s showing was very creditable when it is taken 
into account that from 20 per cent to 40 per cent of 
the total investment was always held in cash or 
senior securities. Thus the fund’s dual objectives 
—maintaining a thoroughly conservative investment 
position while attaining a good degree of appreci- 
ation—were obtained. 

A diversification analysis of the portfolio at the 
end of the period showed 44 per cent of the total 
holdings in cash, bonds and preferred stocks with 
the remaining 56 per cent in good quality common 
stocks. The largest common stock holdings by in- 
dustry groups were (1) utilities at 10 per cent of the 
total portfolio; (2) oils, 9 per cent; (3) retail trade 
stocks, 5 per cent; and (4) chemicals and drugs, 
textiles, automotive, and industrial machinery is- 
sues amounting to about 3 per cent each. The bal- 
ance of the common stock holdings were spread 
over a dozen additional industry groups. 

In addition to the supervisory services performed 
by the professional advisors of a Stock Exchange 


member firm, investment advisory clients have avail- 
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able such additional services as the custody of 
securities; collection and remittance of dividends 
and interest at monthly or quarterly intervals; and 
the preparation of income tax returns. Fees for pro- 
fessional investment advisory services are modest at 
around % of 1 per cent of market value for a 
$100,000 fund and they are scaled down to 1/10 of 
1 per cent for larger amounts. Furthermore, the fee 
is a tax-deductible expense on an individual’s tax 


THE DOCTOR OF TOMORROW 


BY PAUL WILLIAMSON, M.D. 


Tue medical profession has indicated that it is 
awakening to a long-ignored demand—the pressure 
of public opinion. In the past two decades there has 
been much dissatisfaction with medical care. A 
concomitant lowering of the prestige of the doctor 
has been a natural result. 

In general, people have indicated that they are 
dissatisfied with coldly impersonal scientific med- 
icine. They have shown that they miss the family 
doctor with his warm human understanding. There 
has been conclusive proof that the worst served 
areas are those areas which do not have the services 
of well trained family physicians. 

This is in no sense a critique of specialization. 
Scientific development in medicine has exceeded 
all expectation, but, in this climb to technical 
heights, some of the art of being a doctor has been 
submerged. The true values of a physician are not 
measured altogether in number of microbes killed. 
In most cases, the “‘killing of microbes” may be only 
one small factor in rendering the attentions which 
the patient seeks from the doctor. 

The people whom we serve have clamored for 
more physicians—particularly good family doctors. 
To meet this need, the profession must prepare to 
train more men in the tenets of general medicine 
and surgery. 

In many instances, the doctor of today is a 
medical technologist. His training encompasses 
most of the difficult and rare entities, but he has 
little exposure to the common problems of every- 
day practice. Today’s young doctor is likely to 
have a brain stuffed full of sound procedures, all 
useful and all complicated beyond any hope of 
applicability in general practice. Further, he is 
likely to have a total absence of appreciation of the 
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return so that the net cost to the investor is actually 
substantially lower. Professional investment counsel 
offers many advantages to the physician at moderate 
cost and based on the record, supervised portfolios 
may be expected to yield substantially better-than- 
average investment results. 

Eprror’s Note: This is the seventh of a series of articles 


designed to acquaint the doctor with fundamental principles 
and policies for investing in securities. 


patient as a human being, with real human needs, 

If we are to satisfy the people whom we serve, 
tomorrow’s doctor will be closely allied to the gen- 
eral practitioner of half a century ago. He will have 
a much better scientific education. From his earliest 
contact with the medical sch ~ol he will have literally 
hammered into him that there is more to being a 
doctor than having factual knowledge. 

Tomorrow’s doctor will have a broad background 
in the humanities. He may even be selected for 
training upon the basis of his experience and un- 
derstanding rather than totally upon his scholastic 
record as is done now. He will cultivate into an art 
the appreciation of the individual, and he will hold 
the intimate personal relationship to his patients 
that the old country doctor of 50 years ago did. 

The doctor of tomorrow will probably work in a 
well-equipped small clinic-hospital with sufficient 
technical assistance to handle more than 85 percent 
of the medical problems that arise in his community. 
More often than not, two or three physicians will 
work together in such a health center. They will 
be much more concerned with preventive medicine 
than is the physician of today and public health 
facilities will probably be included in their clinic- 
hospital building. 

While it would seem at the moment that the day 
of the “rugged individualist” is past, I would make 
a wild statement and prediction: I believe it is no 
more unreasonable that the doctor have a financial 
interest in his workshop than that the automobile 
mechanic own his garage. The small town doctor of 
tomorrow will, in fact, very probably either have a 
financial interest in, or own outright, his clinic 
and hospital. The public (including me) is getting 


disgusted with seeing the doctor make more money 


ver 


than any other professional and most business men 
and then hearing him demand that the public build 
and maintain his hospital. This, of course, is only 
applicable to rural locations where all medical 
facilities are located under one roof. 

The specialist of tomorrow will probably be an 
expert consultant on rare and difficult procedures 
and diseases. Unfortunately, too great a number of 
specialists have been trained. 

In our own city (Memphis) an unofficial survey 
shows that less than 25 per cent of the men listed 
as specialized physicians are able to remain entirely 
in their own fields. It is the contention of this writer 
that such a situation is unjust. When a man is will- 
ing to devote three to six years of his life to acquir- 
ing expert status, he should then find it possible 
to function as an expert. 

Perhaps the specialist of tomorrow will be more 
highly trained than the specialist of today and will 
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probably be allowed to function as he should—as an 
expert consultant. 

Affiliated in small groups, the general physicians 
of the future will probably develop special interests 
in the various fields of medicine. It is also probable 
that the specialist will not “come up through the 
ranks” as many do now. 

The doctor of tomorrow is a very real demand 
of the American public—a demand which will have 
to be met if medicine is to regain some of the respect 
it has lost. Many medical groups are aware of these 
facts and are taking active steps to assure the re- 
turn of the family physician. Medical schools are 
placing increasing emphasis on training for general 
practice. All signs are that this will increase. 

The doctor of tomorrow is rapidly becoming a 
reality. 

(Dr. Paul Williamson is a member of the General Practice 
Staff of the University of Tennessee Medical School.) 


Grow1nc use of television in the nation’s medical schools may presage virtual revolution in 
medical teaching methods during the next ten years, according to Dr. David S. Ruhe, di- 
rector of the Medical Audio-Visual Institute. Dr. Ruhe foresees the eventual linking of all 
medical schools in a TV network, so that medical students may have visual contact with the 
greatest medical minds of our time. 

Most medical schools questioned in a recent survey by the institute indicated that they 
are making experimental use of television, and that facilities for expansion of the program 
are planned. Many schools sponsor health education programs to the public over regular 
TV channels. 

The University of Kansas Medical School has pioneered in educational medical TV, work- 
ing in both black-and-white and color television. Its staff is working on answers to many of 
the questions being asked about development of television as a teaching device. 

Meantime, the American Cancer Society and the Columbia Broadcasting System Labora- 
tories are starting a project to give television progress reports on cancer research to members 
of the medical profession through an educational chain of leased wires. This project will 
include the improvement of large-screen projected television and the development of color 
kinescopy so that permanent film copies of the telecasts may be made. 

Dr. Ruhe points out that medical schools have an urgent responsibility to support educa- 
tional applications for television channels. Remaining stations of the 243 reserved for educa- 
tional television by the FCC will be thrown open to commercial interests on June 2 of this year. 
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BY HENRY B. GOTTEN, M.D., AND DOUGLAS H. SPRUNT, M.D. 


ASSISTANCE IN THE TREATMENT ROOM 


Pelvic Examination 


Tue physician’s assistant is often called upon to 
help in the treatment room in the preparation of 
patients for pelvic and proctoscopic examinations, 
and in such procedures as dressings, minor surgical 
operations and spinal punctures. She should learn 
to do so with dexterity and forethought, anticipat- 
ing the physician’s needs, so the examination may 
be expedited and the patient and physician may be 
inconvenienced as little as possible. 

If the patient is a woman or girl, the assistant 
should show her to the treatment room and aid her 
in preparing for the examination or treatment. 

For a pelvic examination, the assistant should 
give the patient a kimono to wear and direct her to 
remove all clothing. She should then help the pa- 
tient onto the table, have her lie down, and place 
her feet in the stirrups. In order to relax the 
patient’s abdomen, her hips should be brought as 
close as possible to the examining end of the table. 
A sheet should be folded and thrown over the pa- 
tient’s legs, completely covering the exposed parts 
with the exception of the area to be examined. By 
keeping the patient well covered, much of the em- 
barrassment and discomfort of a pelvic examination 
is avoided. To prevent the sheet from slipping, its 
edges may be fastened around the patient’s legs 
with towel clips or hemostats. Some physicians 
have leggings especially prepared for pelvic exami- 
nations; if such leggings are available, the assistant 
should place them on the patient. 

The necessary instruments should be arranged on 
a clean towel on the instrument table (See Figure 1). 
These include a medium sized and large speculum, 
or, for a young girl or virgin, a virginal speculum. 
Vaginal forceps and a jar of cotton balls, appli- 
cators and slides should be convenient. In addition, 
a good light should be placed so as to shine over 
the doctor’s shoulder and into the speculum when 
the latter is in place. The rheostat should be con- 
nected to a wall switch and the light tested, that 
one may be certain it is in working order. If in- 
direct lighting is used, the light should be placed 
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over the patient’s abdomen, so the head mirror will 
direct the light as desired. 

The assistant should remain in the room during 
the examination. When the doctor is ready, she 
should open a pair of sterile gloves and hold them 
while he puts them on. She then applies a liberal 
amount of lubricant to his extended hand, or else 
applies it on a piece of sterile gauze within his 
reach. Thus, the speculum and the gloved hand 
may be inserted without causing the patient pain. 
The medicaments used in treatments should be 
convenient, so the assistant may pass them upon 
request. Such medicaments usually include 2 per 
cent and 5 per cent mercurochrome, aquaflavine, 
5 per cent and 10 per cent silver nitrate, tincture 
of green soap, and various special preparations. All 
these articles should be plainly labeled, and the 
assistant should look at the label and show it to the 
doctor before any application is made. 

At the completion of the examination, the instru- 
ments and any bloody sponges should be quickly 
removed from the patient’s sight; thus, no unpleas- 
ant impressions will be created. The patient is 
given tissue, gauze or a clean towel to finish her 
toilet, and is assisted off the table. The medicines 
are then placed in their customary cabinets or 
trays, the instruments are washed and sterilized, 
the sheet is folded, the examining table is straight- 
ened and the room is restored to order. 

If specimens have been taken for laboratory study, 
they should first be labeled with the patient’s name 
and address. Biopsy specimens should also be ac- 
companied by a note as to the part of the body 
from which they were removed. They should then 
be sent to the laboratory with a request for the 
examination which the physician has indicated. 


Proctoscopic Examination 


The assistant is required to prepare women pa- 
tients for proctoscopic examinations, having them 
first remove their clothing, as for a pelvic examina- 
tion, and don a kimono. If a proctoscopic table is 
available, the patient is placed thereon and the 
table is inverted so the part to be examined is ele- 
vated and exposed. Drapes are applied around the 
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patient, to prevent unnecessary exposure. If a 
proctoscopic table is not available, the patient is 
placed upon a regular examination table in what is 
known as the knee-chest position i.e., the patient 
kneels with her knees as near the end of the table 
as possible, and the shoulders are placed close to 
the knees, the head resting on a pillow. This po- 
sition affords the maximum exposure as well as 
good relaxation, and is reasonably comfortable for 
the patient. Those who are unable to assume this 
position because of their age or weight, or a de- 
formity, may be placed on the left side with the 
knees drawn close to the chest; the assistant then 
separates the buttocks to permit good exposure. 
The instruments for a proctoscopic examination 
consist of both long and short proctoscopes and 
dressing forceps. In addition, a rheostat for the 
lighting fixture, lubricating jelly, gauze, cotton 


balls, long and short applicators, slides, and gloves 
or finger cots should be in readiness for use (See 
Figure 2). Another tray should contain the various 
medicines and solutions which may be necessary, 
such as silver nitrate, mercurochrome, witch hazel, 
suppositories and anesthetic ointments. 

The assistant should learn the routine of an ex- 
amination and be prepared to pass the doctor the 
proper instruments and other necessities as re- 
quired. The patient having been prepared, the as- 
sistant holds gloves for the doctor and applies lu- 
bricating jelly to the examining finger. Following the 
digital examination, the doctor usually inserts a 
small proctoscope, while the assistant turns on the 
rheostat and adjusts the light to the proper inten- 
sity. She then passes him a sponge, forceps or long 
applicators and, if necessary, bottles of medicine 
which have been opened, and a slide for smears. 
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Figure 2. 


After the use of the short proctoscope, the physi- 
cian may wish to insert a long one; in this event, the 
assistant lubricates the instrument before passing 
it. At the end of the examination, the patient is 
cleaned and given tissue or a pad to finish her toilet. 
Proper cleansing will relieve a great deal of the 
patient’s discomfort and embarrassment from these 
examinations. 

If smears or biopsy specimens have been taken, 
they should be properly labeled and carried to the 
laboratory for examination. The instruments are 
then washed and sterilized. 

This same procedure is followed in the examina- 
tion of male patients. The assistant probably will 
not be called upon for aid, however, or at least not 
until the patient has been properly draped. 
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Laboratory and Roentgenographic Studies 


In the course of a patient’s examination, various 
laboratory and x-ray studies may be necessary. 
Some doctors have their own equipment for such 
studies; others refer their patients to an outside 
laboratory or x-ray department. In the event the 
patient is referred, the referring physician may pro- 
vide special printed forms containing the names of 
the desired studies, such as hemoglobin estimation, 
white blood cell count and urine analysis, as well 
as x-ray examination (with a list of the different 
parts of the body, in order that a note may be made 
of the part to be x-rayed) (See Form 1). If these 
forms are not available in the physician’s office, the 
laboratory or x-ray department to which the pa- 
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Differential 


Blood Volume Index NPN 
Blood Glucose. 

Comp. Fix 
Feces. 


Sputum 
Urine sp.g 
alb. 


microsc. 


Fractional Gastric... 
Smear 
Basal Metabolism. 
Miscellaneous....... 


Form 1. Printed form for ‘abora- 
tory and other clinical reports. 


tient is referred will have them, and the secretary 
may make the request of the laboratory or x-ray 
assistant. 

Patients may be required to make certain prepa- 
rations for laboratory and x-ray studies. For hemo- 
globin estimations, red and white blood cell counts, 
studies of the blood cells, Wassermann and Kahn 
tests, nonprotein nitrogen estimations and, in most 
cases, urinalyses, no special preparation is neces- 
sary. For x-rays, metabolism tests, gastric analyses 
and stool tests, patients are instructed in the man- 
ner described under each of these subjects. To 
facilitate examinations, the secretary should be 
familiar with these preparatory measures. 

One must also take into consideration all the 
laboratory and x-ray examinations required and 
co-ordinate them so as to save time for both the 
patient and the physician, and to spare the patient 
unnecessary expense. The physical condition of the 
patient must also be considered. Some studies, such 
as stool tests and x-rays of the colon, are rather 
strenuous, and too many should not be attempted 
in any one day. If the patient is in good physical 
condition and eager to have the examination com- 
pleted quickly, most of these studies may be car- 
ried out in one or two days. 

The secretary should learn when the reports will 
be available and should give the patient an appoint- 
ment to see the doctor thereafter for a final summary 
of the case. Upon their completion, she should 
assemble the reports, whether from the physician’s 


own office or from outside laboratories, and attach 
or copy them on the patient’s record for the doctor’s 
convenience. 


X-Rays 


The preparation for x-ray examinations varies 
according to the region to be studied. For exami- 
nation of the skull, teeth, extremities and chest no 
special preparation is needed. For x-rays of the 
gastrointestinal tract, the patient is not allowed to 
eat for at least six hours prior to the examination. 
If the study is to be made in the morning, he omits 
breakfast and is observed between eight and ten 
o’clock. Another observation is made four or five 
hours later. Thereafter, the patient may have food, 
though it is desirable that he first take a laxative to 
assist in the elimination of the barium which has 
been ingested. If a twenty-four hour observation is 
required, further restriction of the diet may be 
necessary and the patient is cautioned not to take 
a laxative until the study has been completed. 

For an examination of the colon, the preparation 
is made the night before. The patient is given a 
laxative which causes little formation of gas and 
does not tend to draw water into the intestinal 
tract. Different roentgenologists prefer different 
laxatives; most commonly used is a mixture of 
heavy magnesium oxide and compound licorice 
powders, or castor oil. The patient usually has a 
light meal in the afternoon before, takes the powder 
at seven or eight o’clock in the evening, and omits 
breakfast. The examination may be made at any 
time thereafter. This is a good procedure to follow 
for cleansing the intestinal tract when x-rays are 
to be made of the lower spine or kidney or bladder 
areas. Some variation will be necessary, depending 
upon the time of the different observations. 

For x-rays of the gallbladder, the patient is given 
specific instructions as to his diet the night before. 
He is also given a dye, to be taken at a certain time 
after the evening meal. The dye having been taken, 
he omits food and water until the next day, follow- 
ing the preliminary x-rays; he may then be allowed 
water but no food until the second observation has 
been completed, usually four to six hours later. 
Immediately following the second observation, the 
patient is given what is known as a fat meal, con- 
sisting of cream, one or two eggs, and bread with 
butter. A third observation is then made, approxi- 
mately eight hours after the first. 

There are other, more unusual x-ray examina- 
tions, for which special techniques are required. 
For these, the physician will have his own methods. 
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Stool Examinations 


Stool tests are best made early in the morning. 
The results are more satisfactory if the patient has 
omitted breakfast. The patient should be cautioned 
against taking mineral oil the night before the ex- 
amination, as the fat globules present in the stool 
will make a proper examination impossible. 

According to the usual procedure, the patient is 
given approximately two tablespoonfuls of epsom 
salts or one to two ounces of sodium phosphate, 
followed by one or two glasses of warm water. 
Saline purgatives are used in order that the stools 
may be liquid. After taking the laxative, the patient 
may have breakfast, if desired. When the medicine 
takes effect, three separate liquid specimens are ob- 
tained at intervals of at least twenty minutes, and 
are sent to the laboratory while still warm. To pre- 
vent errors and save time, the patient should be 
carefully instructed as to the collection of the stools. 
After the three specimens are obtained, the patient 
may be given one or two teaspoonfuls of paregoric 
to limit purgation. 


Basal Metabolism Test 


The metabolism test is a determination of the 
function of the thyroid gland. It is always made as 
early as possible in the morning. To prevent the 
patient from becoming apprehensive, he should be 
informed of the nature of the test on the day be- 
fore. A short trial test may be advisable. 

The patient should have a good night’s rest pre- 
ceding the examination, and should not eat or drink 
and, preferably, should not smoke in the morning 
before the test. Upon arriving at the office, he should 


be put to bed at once and permitted to rest quietly 
for thirty to forty-five minutes. The examination 
should not be made if the patient is nervous or 
apprehensive. If necessary to allay his fears, the 
technician may run one or two trials before the 
final test. If only a metabolism test is necessary, the 
patient may take food immediately afterward. 

In the event other studies, such as a stool test 
and gastric analysis, are desired, these may follow 
the metabolism test. During the intervals while the 
patient is having the gastric analysis or stool ex- 
amination, blood and urine specimens may be taken 


for study. 


Glucose Tolerance Tests 


A glucose tolerance test is made to determine 
the presence of diabetes or the “renal threshold”. 
For this test, the patient should report to the office 
in the morning before having breakfast. A specimen 
of the blood and urine is obtained, and the tech- 
nician gives the patient an appropriate amount of 
glucose. To overcome the excessively sweet taste, 
lemon or orange juice may be added to the glucose. 
At the end of one hour, two hours and three hours, 
another specimen of blood and urine is taken. The 
patient should abstain from eating until after the 
three specimens have been obtained, though water 
may be taken during the course of the test. 


This is the concluding section of a four-part series of articles 
by the University of Tennessee’s Dr. Gotten and Dr. Sprunt, 
respectively associate professor of medicine and professor of 
pathology. These four sections together form the first part of a 
Manual for Physicians’ Office Attendants published in Febru- 
ary by Charles C Thomas. Part Il of the Manual is devoted to 
laboratory techniques. 


THE OLD QUESTION POPS UP 


Biccest problem in medical ethics for the second half of the 20th century centers around the 
question of doing good when the consequences are likely to be evil. Specifically, said Nobel 
prize-winner A. V. Hill, speaking recently before the British Academy for the Advancement 
of Science, of which he is president, the problem centers, for the profession, around medical 
advances that keep people alive longer, when the result is increased population pressure in 
areas where there’s not enough food to sustain smaller masses. It’s a big one for philosophers 


and physicians alike. 
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Announcing Publication of ... 


Sadler’s PRACTICE OF 


PSYCHIATRY 


Written by a Psychiatrist for Everyone in Medicine to Show 
that the Medical Application of Psychological Principles 
can be of Tremendous Value in Your Practice of Medicine— 
and to Demonstrate that Primary Psychiatric Problems can 
Play the Key Role in the Treatment of the Majority of Pa- 


tients. 


SADLER’S newest book had two predecessors— 
Theory and Practice of Psychiatry (1936), and 
Modern Psychiatry (1945), both of which were 
used by many outside the special field of psychia- 
try in the general psychological approach to the 
patient. Since then psychiatric progress has been 
so marked that he decided to rewrite the book 
rather than revise it, and to give it its new title as 
well. 

In addition to bringing the text up to date, 
Sadler has added several entirely new features— 
notably, the new section dealing with the At- 
titudinal Pathoses. This is in accordance with the 
most recent organization of the attitudinal states 
into a diagnostic category with Dr. Thorne’s sug- 
gested term “pathosis” as a proper designation for 


these preneurotic disorders. 

Another addition is an entire section devoted to 
psychosomatic medicine, rather than the brief 
coverage given to this subject previously. 

The discussion of psychologic testing has been 
expanded, presenting a description of several new 
tests. 

The section on temperament has been rewritten 
and now presents the views of Sheldon in addition 
to those of Jung and others. 

The book is an excellent and compact reference 
for diagnosis and immediate treatment—and will 
be useful to general practitioners, specialists and 
psychiatrists—in the problems of personality 
maladjustment, the pathoses, the neuroses, and 
the psychoses. 


By William S. Sadler, M. D., F. A. P. A.,. Chicago 
Consulting Psychiatrist to Columbus Hospital and Pinel Sanitarium; Fellow of 


1183 PAGES 
PRICE $15.00 


the American Psychiatric Association; Member of the American 


Psychopathological Association. 


The C.V.MOSBY Company, 3207 Washington Blvd., St. Louis 3, Missouri 
Please send me: 
Sadler’s Practice of PSYCHIATRY ($15.00) 
(CD Enclosed find check. 


Charge my account. 
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Physical Foundations of Radiology. By Otto Glasser, Edith H. 
Quimby, Lauriston S. Taylor, J. L. Weatherwax. Pp. 
581. Price, $6.50. 2nd Ed. Paul B. Hoeber, Inc., New 
York, 1952. 


The specialty of radiology, particularly in its thera- 
peutic aspects, requires a basic knowledge of physics of 
radiations. This well-written concise book succeeds in 
presenting all the necessary knowledge of physics with- 
out mathematical incumbrances which discourage 
physicians. The student of radiology as well as the 
practicing therapeutic radiologist will find a wealth of 
information didactically presented. Fundamental con- 
cepts of electricity, circuits and radioactivity, measure- 
ments, tissue dosage, and dosage calculation in radium 
therapy, are treated in relation to practical needs. An 
excellent chapter on protection will be valuable reading 
to anyone concerned with radiologic equipment. 

This new edition contains additional chapters on 
supervoltage generators and high energy accelerators, 
radioactive isotopes and dosage determination with the 
use of these new agents; new dosage tables and seventy 
new illustrations have been added. At the end of each 
chapter the list of references has been revised to in- 
clude new contributions and texts. 

This valuable book has been a great asset for the 
preparation of examinations of the Board of Radiology 
but its usefulness extends beyond that into the every- 
day problems of therapeutic radiology. This new edi- 
tion will find a still greater and more enthusiastic re- 
ception. —J. A. pet Recato, M.D. 


Renal Function. Transactions of the Third Conference. Edited 
by Stanley E. Bradley. Pp. 210. Price, $3.50. Josiah 
Macy, Jr., Foundation, New York, 1952. 

Once again the Macy Foundation is to be congratu- 
lated on this their third conference on renal function. 
Their primary aim of furthering knowledge of renal 
function is certainly accomplished. Topics such as the 
existence of filtration across capillary membranes, intra- 
renal pressure and renal blood flow, and tubular secre- 
tion of potassium and acid are presented and discussed 
by leading investigators in the field. The concepts pro- 
posed and conclusions drawn originate in the minds and 
laboratories of the discussors. 

The informal manner of presentation, the frequent 
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interjecting of questions, and the heated discussions 
that follow give us a truer picture of what actually goes 
on in the minds of scientists and of the role which cre- 
ativity plays. This, then, fulfills the secondary aim of the 
Macy Foundation, that of promoting meaningful com- 
munication between scientific disciplines. 

This spirited little volume is of most use to the in- 
vestigator. The internist will find it an excellent refer- 
ence. Because of emphasis on investigational aspects, 
this volume offers little to the general practitioner. 

—Frank A. Finnerty, Jr., M.D. 


Great Adventures in Medicine. Edited by Samuel Rapport and 
Helen Wright. With an introduction by Detlev W. Bronk. 
Pp. 874. Price, $5.00. The Dial Press, New York, 1952. 


This is a timely book. Timely in the sense that, in 
days when the accusing finger of materialism is often 
pointed at the medical profession, it is well that that 
profession be reminded of its heritage. 

That heritage comes alive here in more than seventy 
selections which range the entire exciting gamut of 
medical thought and experimentation, from the Hippo- 
cratic Oath and the Oath and Prayer of Maimonides, to 
newest perspectives in psychiatric and cancer research. 
Sandwiched in between are such classics as Boccaccio’s 
description of the plague, John Hunter’s “Experiments 
Made To Ascertain the Progress and Effects of the 
Venereal Poison,” and Dorothea Lynde Dix’s ““Memo- 
rial to the Legislature of Massachusetts.” The book pic- 
tures the exciting lives and research of the world’s fore- 
most medical men, from early times to the present— 
Harvey’s “Circulation of the Blood,” Jenner’s ‘Vari- 
olae Vaccine,” Beaumont on gastric juices, Banting on 
insulin, Fleming on penicillin. 

The final section deals with unsolved problems and 
new techniques—atomic medicine, geriatrics, the fight 
against cancer, the outlook for mental patients. It con- 
cludes with Alexis Carrel’s beautiful and moving ‘“The 
Mystery of Death,” surely the most lucid, reasonable, 
and perceptive dissertation on the end of life yet written, 
as comforting in its scientific precision as a symphony. 
Dr. Arthur Hertzler wrote that “The satisfaction one 
gets out of life is measured by the efforts one exerts in 
achieving a worthy end, not in the actual achievement.” 
**This philosophy,” he said, ‘touches the very heart of 
medical practice.” That’s the philosophy you sense as 
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you and the medical ‘‘greats”—Galen, Paré, Pasteur, 
Koch, Walter Reed, Harvey Cushing, Albert Schweitzer 
—the philosophy that will always sift the greats from the 
would-be’s, the opportunists, the materialists in medi- 
cine. To be blessed with the happy combination of such 
outlook, plus scientific know-how, is a magic key that 
can open a whole world of drama and adventure beside 
which thriller fiction pales and becomes insipid. 

The story of medical advance is the story of heroes in 
the grand manner, for the heroism of any one of the 
countless martyrs to medical achievement is, this re- 
viewer submits, a more valid heroism than that of the 
noblest soldier who dies for a strip of ground. 

We live today in a world of medical wonders, with 
new horizons constantly opening ahead. This is the 
story of how it all came about, and of the brave men who 
made, who are making it possible. —Rutu Q. SuN 


Skin Therapeutics. Prescription and Preparation. By M. K. Po- 
lano. Pp. 276. Price, $6.50. Elsevier Publishing Com- 
pany, New York, 1952. 


This book is an interesting presentation of topical 
treatment in dermatology. Stress is laid on the proper- 
ties of the available vehicles and the preparation of pre- 
scriptions for the individual patient that are not only 
effective but pharmaceutically pleasing. Dr. Polano de- 
scribes the effects of various bases on the skin and shows 
which are most suitable for varied conditions. There is a 
compilation of the medications used by the European 
dermatologists. The book is well printed and contains a 
bibliography and index. 

—Cuartss A. Jost, M.D. 


Medical Disorders of the Locomotor System. By Ernest Fletcher, 
M.D. Pp. 804. Price, $11.00. 2nd Ed. The Williams and 
Wilkins Company, Baltimore, 1951. 


This single volume is the second edition of a book 
designed to cover all the medical disorders of the loco- 
motor system. The author, with the collaboration of 
fourteen contributors on special subjects, has proceeded 
methodically from discussion of the various classifica- 
tions current in rheumatic disease through all phases of 
disorders which have a direct or indirect effect upon the 
locomotor system. 

The chapters on clinical examination of the patient, 
physiology, and applied anatomy are very good and in- 
clude excellent summary tables of the principal muscle 
actions and innervations, ossification centers and ages, 
as well as the effects of loss of conduction in individual 
peripheral nerves. These tables serve as useful reference 
tables in any muscle or joint or peripheral nerve exam- 
ination. 

Peripheral vascular disorders, peripheral nerve in- 
volvements, and psychiatric aspects of locomotor system 
derangements are well described including differential 
diagnosis and methods of treatment. 

The bulk of the book is concerned with the more com- 
mon rheumatic diseases one meets in practice, and is 
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evidence of the English author’s wide experience in di- 
agnosis and treatment of these disorders. 

Etiology, physiology, and pathologic, physical, and 
radiologic findings are adequately covered with aid from 
377 plates including diagrams, photographs, and x-ray 
illustrations. 

Treatment is well described with specific dosage of 
drugs given so far as possible, and this edition also in- 
cludes treatment with ACTH and cortisone together 
with appropriate physical therapy procedures. 

The book is very easy to read because of the large 
print and good paper; the illustrations are very well 
done in black and white (there is one colored plate), and 
the subjects are arranged for easy location. 

The busy general practitioner will find this an excel- 
lent single volume guide and reference book for treat- 
ment of disease of the locomotor system which makes up 
an increasingly large part of medical practice. 
—lIvan C. Heron, M.D. 


The Toxemias of Pregnancy. By William J. Dieckmann, M.D. 
Pp. 710. Price, $14.50. 2nd Ed. The C. V. Mosby Com- 
pany, St. Louis, 1952. 


Though several monographs on the toxemias of preg- 
nancy have appeared in the last thirty years, none is as 
concise, complete, and authoritative as Dieckmann’s sec- 
ond edition. The author condenses and discusses the 
various reports on the subject published during recent NoAN 7 

ears. Of even greater value, however, is the presenta- a i : : 
of the theories and conclusions on the home | 
his own investigations and vast clinical experience. ae 


The volume is well written, the material is well or- oa 
ganized and easy to read. All those interested in the Lt . 
physiology and pathology of obstetrics will profit from sick people 
reading this book. It will serve as an excellent reference 
for all who treat patients with toxemias of pregnancy— 
obstetricians, general practitioners, and internists. 
—FRrankK A. Finnerty, Jr., M.D. 


nutritional support 


Manual of Electrocardiography. By Benjamin F. Smith, M. D. 
Pp. 215. Price, $4.50. Elsevier Press, Inc., New York, | 
1952. 


Among the many books on electrocardiography pub- 
lished in the last few years, this one has the advantage 
of being written in a short and clear way. It seems very 
adequate for medical students as well as for the general f T baad —E 7 A G re A N 
practitioner. The theoretical basis may be somewhat | 
simplified. This, however, may be of advantage to the 
student. The many illustrations are instructive and un- 
questionably will fulfill their purpose. | 


When you want truly therapeutic | 
dosages of all vitamins indicated | 
in mixed vitamin therapy specify 


Therapeutic Formula Vitamin Capsules Squibb 


Each Capsule contains: 


ui Vitamin A (synthetic) 25,000 U.S.P. units 

Seymour Fiske, M.D. Viemia D 1,000 U.S.P. units 
i Thiamine M itrat 10 mg. . 
The Human Pelvis. By Carl C. Francis, M.D. Pp. 210. Price, |. | —. 5 met 
$5.00. The C. V. Mosby Company, St. Louis, 1952. : Niacinamide 150 mg. | 


Ascorbic Acid 150 mg. 
The author, an experienced anatomist with Western 


Reserve University, had three objectives in writing this 
excellent monograph of the human pelvis and its con- 


: Bottles of 30, 100 and 1000. | 
tents. First, he wanted to clarify the confusion that has Ss QUIBB 
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CHOOSE ANY TWO OF 
THESE AUTHORITATIVE, 
NEWLY-PUBLISHED BOOKS 
FOR ONLY $9.45 


1953 MEDICAL PROGRESS ANNUAL 
—Ed. by M. Fishbein, M.D. (former- 
ly ed. J.A.M.A.). Most recent ad- 
vances in research, diagnosis, treat- 
ment, and trends covered by out- 
standing contributor-specialists such 
as Drs. P. H. Long, P. D. White, 
Cc. W. Mayo, F. L. Lederer, L. 
Unger, E. W. Boland, F. J. Brace- 
land, R. A. Reis, C. H. Hatcher, 
E. E. Levine, N. J. Heckel, I. H. 
Page, H. Rattner, F. J. Stare. Pub- 
lisher's edition, $5.00. 


OF INTERNAL MEDI- 
CINE R. Harrison, M. D. A new 
te to clinical medicine that 
provides better understanding of 
mechanisms and control of disease. 
One of the most popular *‘medical 
best sellers.'" Pub. ed., $15.00. 


Blakiston’s NEW GOULD MEDICAL 
DICTIONARY. The new ‘‘standard"’ 
in medical dictionaries that incorpo- 
rates all the recent advances in 
medicine and allied fields. ‘‘An ex- 
ceedingly useful tool’’ (J.A.M.A.). 
Publisher's edition, $9.50. 


MEDICAL BOOK GUILD OF AMERICA, Publishers 
Dept. 3GP, Garden City, N. Y. 


Please enroll me as a member. 
checked below — and bill me ONLY $9.45 FO! 


BIOLOGICAL ANTAGONISM — G. J. 
Martin, Ph.D. A complete, concise 
and interesting presentation of the 
theory of biological relativity. 
Based upon ——? study of the 
various tal to 
all biological and their 
manifestations. Pub. ed., $8.50. 


PSYCHIATRY AND MEDICINE—L. A. 
Osborn, M.D. Integrates principles 
of preventive psychiatry with medi- 
cal practice. Discusses clinical meth- 
ods and therapy and physician- 
patient relationship in most stimu- 
lating manner. Pub. ed., $7.50. 


PEDIATRIC ALLERGY — R. Chobot, 
M.D. The latest, authoritative in- 
formation on diagnosis and treat- 
ment. Separates the proven from 
the theoretic. Of real value to 
every practicing physician today. 
Publisher's edition, $5.50. 


PSYCHIATRY 

YER—Ed. by A. 
by edited collection 
of 52 selected articles, reports and 
addresses by Dr. Meyer presenting 
his teaching of treating the ‘‘whole"’ 
patient, mind and body. Publisher's 
edition, $8.50. 


You New Medical 


AT BIG SAVINGS! 


ial Introductory Offer to New pe 
of the Medical Book Guild of America 


ANY = 


Yes, choose any two of the authoritative, valuable books on this page — 
written by men outstanding in their fields — for only $9.45. With this 
money-saving offer is included FREE charter membership in the new 
MEDICAL BOOK GUILD OF AMERICA. This is the only Book Club formed 
exclusively for the medical profession —the Book Club you and other 
practicing physicians have long waited for! 


NATIONALLY FAMOUS EDITORS 


The MEDICAL BOOK GUILD offers you newly-published books in all the specialties — 
selected by an editorial board that is eminently qualified — Dr. Morris FISHBEIN, 
Chairman; Dr. John F. FULTON, Sterling Professor of History of Medicine, Yale; 
Dr. Chauncey D. LEAKE, Vice-President of University of Texas, Medical Branch; 
Dr. Arthur OSOL, Director of Chemistry Department, Philadelphia College of Pharmacy 
and Science; and Col. Frank B. ROGERS, Director of Armed Forces Medical Library. 


YOUR CHOICE IS WIDE 


The MEDICAL BOOK GUILD offers books which are interesting, authoritative and 

|— at sub tial savings. Many of the GUILD selections are books which 
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The MEDICAL BOOK GUILD will offer a new book every two months. But you buy 
only the books you want! 


Membership in the MEDICAL BOOK GUILD OF AMERICA requires no dues of any 
kind. You do not even have to take a book every month. As few as 4 books in 
24 months — yes, only 4 books during your first 2 years as a member — are all 
you agree to purchase! 


GIFT “‘BONUS” BOOKS 


As soon as you purchase four books, the MEDICAL BOOK GUILD sends you — as a 
special dividend — an extra ‘‘Bonus'’ Book. These Gift Bonus Books meet the same 
high GUILD standards before selection by the editorial board — and they represent 
an additional substantial saving on your total purchases. 


JOIN THE MEDICAL BOOK GUILD —THE PHYSICIAN’S BOOK CLUB! 
ACCEPT THIS INTRODUCTORY OFFER NOW! 
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from this page — value up to $24.50 in publishers’ editions — and you will be 
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**New-Book Bulletin’’ describing the forthcoming book selection. Remember: Take 
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existed for so long about terminology; second, he 
wanted to correct faulty observations that have per- 
sisted as facts in literature; third, he wanted to bring 
up to date in one book many of the scattered studies 
that have been published in technical journals and not 
readily accessible. 

All of these objectives are well met in this book. 

It is adequately illustrated, well organized, and on 
good paper with very readable type. 

Pelvimetry, muscle and fascial layers, and soft tissue 
contents of pelvis, both male and female, are more 
understandably presented than in any anatomy book 
I have seen. 

A closing chapter of seven pages is given to embry- 
ology of the pelvic organs, and is logically done. 

I recommend this excellent anatomy reference book 
to any general practitioner who wants to keep fresh on 
the anatomy of the pelvis. _—Merriwt SHaw, M.D. 


Anesthesia for Thoracic Surgery. By Henry K. Beecher, M.D. 
Pp. 65. Price, $2.50. Charles C Thomas, Springfield, Ill., 
1952. 


Developments in anesthetic techniques and princi- 
ples have contributed considerably to the tremendous 
progress that has been made in the field of thoracic 
surgery. In this monograph, Dr. Beecher has outlined in 
a concise, readable, practical manner the physiologic 
principles involved during anesthesia for thoracic 
surgery. 

The greatest emphasis is placed on the lobectomy- 
pneumonectomy group, for it is during these procedures 
that most of the problems of anesthesia for all intra- 
thoracic surgery are encountered. Consideration is 
given to the major hazards involved, the equipment and 
its use, as well as the choice of anesthetic agents. The 
author also recognizes the special problems associated 
with anesthesia for infants and small children. A short 
section is devoted to cardiac surgery. 

This authoritative book should prove of great value 
not only to anesthetists but also to thoracic surgeons 
and specialists in diseases of the chest. 

—Sor Katz, M.D. 


The 1951 Year Book of Endocrinology. Edited by Gilbert S. 
Gordan, M.D. Pp. 415. Price, $5.00. The Year Book Pub- 
lishers, Inc., Chicago, 1952. 


The 1951 Year Book of Endocrinology incorporates 
some changes over previous years particularly as regards 
ACTH and cortisone. The material on ACTH and 
cortisone and on the thyroid is rather lengthy but well 
written. 

The rest of the endocrine system is covered similarly 
to previous Year Book coverage with up-to-date ideas 
and changes if any. Interspersed throughout are case 
reports in a condensed fashion illustrating the text. Dr. 
Gordan has done very nice work in editing the Year 


Book. 
—ARTHUR N. Jay, M.D. 
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The way to 
a man’s heart 
is through 


his stomach 


...ifhe takes a digitalis prepara- 
tion—because such medication 
is usually taken by mouth. 

Accordingly, the suitability of 
a digitalis preparation for the 
vast majority of patients must 
be measured in terms of its effi- 
ciency in reaching the heart by 
way of the stomach. 

Digitoxin is the only digitalis 
material that can be depended 
upon to produce effects with 
precision when administered 
orally. A dose by mouth pro- 
duces the same effect as if it 
were given by vein. None of its 
activity is lost through imper- 
fect utilization. 

When you prescribe Purodi- 
gin, the only variable is the indi- 
vidual requirementofthe patient. 

PuropIGIN is crystalline digi- 
toxin... the only digitalis mate- 
rial that gives you strict control 
over the intensity of its action 


when you give it by mouth. 


PURODIGIN® 
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Philadelphia 2, Pa. 
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A new case history with photographs 


The unique value of ‘Dexamyl’ in providing symptomatic relief from 
mental and emotional distress is clearly demonstrated in this case history 
—reported by a Philadelphia general practitioner. 


* 


Patient: C.R. (shown in photos on opposite page), age 52. 

"He came to me ... complaining of weakness, pain in his left 
shoulder and left arm, loss of interest in his work, and 
'figgityness'. He felt a ‘cloudiness in his mind', associated 
with secret, insidious fears that some serious mental illness 
was impending." {His brother has had a definite psychiatric 
ailment.} "He was very pallid and anemic ... with hypotensive 
cardiovascular disease." 


A cardiologist made two EKG studies and reported 
(incorrectly) that they showed "... no evidence of coronary 
insufficiency ... Then, one day about 2 years ago, the patient 
suffered a coronary attack." He was unable to work for 3 months. 


Medical Treatment: "5 months after the coronary attack, I 
cautiously began using '72-tablet doses of 'Dexamyl', to relieve 
his persistent psychic uneasiness. I saw him daily to check 
on side effects. There were none. The dosage was gradually 
increased to 1 'Dexamyl' tablet, t.i.d." 


Results: " 'Dexamyl' was used here in a true cardiac case 
of active pathology. There were absolutely no side effects. 
The patient singled out this tablet immediately as the one 
that freed his mood ... made his existence tenable." 
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of Gastrointestinal Spasm 


Mesopin 


( brand of homatropine methyl bromide) 


When pain, heartburn, belching, nausea, 
or unstable colon are due to 
gastrointestinal spasm, Mesopin provides 
an effective means for prompt relief. 

Its selective antispasmodic action controls 


spasticity with virtual freedom from the 


undesirable side effects of atropine or belladonna. 


Thus, Mesopin is relatively safe for the relief of 
gastrointestinal spasticity, such as pylorospasm, 
cardiospasm, spastic colon, and biliary spasm. 


Mesopin—2.5 mg. per teaspoonful of 
elixir or per tablet. Mesopin-PB*— 
2.5 mg.-Mesopin and 15 mg. a 
(1/4 gr.) phenobarbital per 
teaspoonful of elixir 
or per tablet. 


Endo‘ 5 


*PB abbreviated designation 


Endo Products, Inc., Richmond Hill 18, N. Y. 


for phenobarbital. 


Samples and literature on request 
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Saint Louis Assembly Program Ready To Go 


AFTER more than a year’s preparation, the scientific 
program for the Academy’s Fifth Annual Assembly 
has become a finished production and the lights are 
dimming in anticipation of the curtain raiser at 
1:00 p.m. Monday, March 23 at Kiel Auditorium in 
Saint Louis. 

The Committee on Scientific Assembly, confident 
it has created an outstanding program, nevertheless 
is waiting anxiously for the reaction of the thou- 
sands of family doctors who will be converging on 
St. Louis for the year’s outstanding medical 
meeting. 

As has been promised, the program is strictly 
meat and potatoes, covering leading phases in prac- 
tical medicine and surgery. Supplementing every 
lecture will be one or more scientific exhibits which 
will present the visual side of each subject. 

The only exception to the meat and potatoes 
program will be the opening lecture by Dr. Howard 
L. Sprague of Boston, a clinical associate in medi- 
cine at Harvard Medical School. Dr. Sprague, a 
leader in the field of cardiology, was selected for a 
special talk on “Clinical Implications of Somatic 
Types.” The gist of his lecture will be that body 


form has long been considered an index of physical 
energy and emotional balance. 

All the rest of the afternoon’s program is devoted 
to pediatrics. Dr. Ralph Platou’s handling of “Early 
Problems in Poliomyelitis” promises to be just what 
the doctor ordered. The family doctor who has been 
plagued this past year with an unprecedented num- 
ber of cases will not want to miss this presentation 
by the Tulane University teacher. In the scientific 
exhibits the progress of gamma globulin in polio 
therapy will be shown. 

**Rheumatic Fever Problems in Childhood” is the 
topic of Dr. Arild E. Hansen of the University of 
Texas. This speech will cover another of the preva- 
lent forces which victimize too many of the nation’s 
young. Because pharyngeal inflammations are so 
common in children, the committee decided to in- 
clude the lecture, “Acute Infections of the Pharynx,” 
by Dr. Robert Godwin of the University of Cali- 
fornia in the pediatrics section. Dr. Robert A. Lyon 
of the University of Cincinnati will close the first 
day’s program with his paper on “Heart Diseases 
in the First Year of Life.” 

The physician who has listened to the Monday 


The scientific program of the Academy’s Fifth Scientific Assembly will open Monday afternoon with speeches by these 
noted teachers, (left to right) Ralph Platou, M.D. of Tulane University, Arild E. Hansen, M.D. of the University 
of Texas, and Howard L. Sprague, M.D. of Boston, a clinical associate in medicine at Harvard Medical School. 


Formal Lecture Program—Fifth Annual Scientific Assembly 


HOUR 


Monday 


Tuesday 


Wednesday 


Thursday 


9:30 


The Physical 
Examination 


Lovis A. Krause, M.D. 


Management of Thyroid 
Diseases 


Richard B. Cattell, M.D. 


Medical Management of 
Cardiac Emergencies 


Thomas Durant, M.D. 


9:30 
10:00 


10:00 
11:00 


11:00 
11:30 


REGISTRATION 
BEGINS 9:00 


OPENING OF 
SCIENTIFIC AND 
TECHNICAL 
EXHIBITS 
9:00 


12:00 


12:00 
1:30 


Opening of Program 
and Welcoming Speeches 


1:00 


Management of Common 
Eye Conditions 


J. Hewitt Judd, M.D. 


Bleeding Lesions of Colon 
and Rectum 


Robt. W. Bartlett, M.D. 


Diagnosis of 2nd and 3rd 
Myocardial Infarcts 


Chauncey C. Maher, M.D. 


RECESS FOR EXHIBITS 


Cystoscopic Diagnosis 


Elmer Hess, M.D. 


Diagnosis and Treatment 
of Lung Tumors 


Cranston W. Holman, M.D. 


Diagnosis of Common 
Proctologic Lesions 


H. R. Reichman, M.D. 


Antibiotics in Surgery 


W. A. Altemeier, M.D. 


LUNCH 


1:30 
2:00 


Somatic Types in 
General Practice 


Howard L. Sprague, M.D. 


The G.P. and the 
Industrial Physician 


Earl F. Lutz, M.D. 


Bedside Estimation of 
Water and Electrolyte 
Balance 


Robert Elman, M.D. 


2:30 


Early Problems in 
Poliomyelitis 


Ralph Platou, M.D. 


Industrial Medicine in 
General Practice 


Gradie Rowntree, M.D. 


Useful Medications in 
Gastroenterology 


James L. A. Roth, M.D. 


2:30 
3:00 


Rheumatic Fever 
Problems in 
Childhood 


Arild E. Hansen, M.D. 


Some Quasi-Occupational 


C. D. Selby, M.D. 


Diagnosis, Treatment of 
Peripheral Vas. Diseases 


Meyer Naide, M.D. 


3:00 
4:00 


RECESS FOR EXHIBITS 


4:00 
4:30 


Acute Infections of 
the Pharynx 


Robert Godwin, M.D. 


Spinal Anesthesia 


L. F. Schuhmacher, Jr., M.D. 


New Antihistaminics 


David F. Marsh, M.D. 


4:30 
5:00 


Heart Disease in 
The First Year of Life 


Robert A. Lyon, M.D. 


Common Gyn. Problems 
in General Practice 


Walter J. Reich, M.D. 


Diagnostic Problems in 
Pernicious Anemia 


M. Pinson Neal, M.D. 


CONG. OF DELEGATES 
DINNER 


ANNUAL 
BANQUET 


Newly Estab. Ranges of 
Normal Blood Pressure, 
Hypertension 


Arthur M. Master, M.D. 


Diseases of Stress 


Harley E. Cluxton, M.D. 


ASSEMBLY 
CLOSES 12:00 
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afternoon program and visited the eight scientific 
exhibits which tie in with the subject should find 
many new approaches in his handling of children 
and their diseases. 

Tuesday’s program begins with one of the most 
basic and important subjects for every physician— 
the physical examination and diagnosis. The thor- 
ough general practitioner believes that direct ob- 
servation should not be discounted even though 
secondary findings from the utilization of diag- 
nostic armamentarium have become widely ac- 
cepted. Granted that blood analysis, fluoroscopy, 
auscultation, B.M.R.’s and thermal changes all have 
respected places, the family doctor believes that to 
these must be added what his eye can see and his 
finger can feel if the best diagnosis is made. 

A comprehensive lecture on “The General Phy- 
sical Examination” by Dr. Louis Krause, professor 
of clinical medicine at the University of Maryland, 
will give general practitioners a refreshing new 
perspective on its merits. 

Diagnosis via body apertures is further enhanced 
by Dr. J. Hewitt Judd, professor of ophthalmology 
at the University of Nebraska, and Dr. Elmer Hess 
of Erie, Pa. Dr. Judd will point out the importance 
of eye findings while Dr. Hess will present an illumi- 
nating appraisal of a GU tract examination. Dr. Judd 
also has a specially prepared exhibit on ‘The Red 
Eye” which illustrates his talk. Dr. H. R. Reichman 
of the University of Utah will conclude this par- 
ticular phase of the program with a lecture on the 
diagnosis of common proctologic lesions. Eight 
scientific exhibits tie in with this subject area. 

Recognition of the importance of the general 
practitioner’s role in industrial medicine will be 
shown in talks scheduled by Dr. Gradie Rowntree 
of Louisville, Ky., Dr. C. D. Selby of the University 
of Michigan, and Dr. Earl F. Lutz of General Motors 
Corporation, all nationally known in this field. 

Though not specifically a part of the afternoon’s 
subject area, a paper on spinal anesthesia by Dr. L. 
F. Schuhmacher of Baylor University will be of re- 
lated interest. The final lecture of the day will be on 
“Common Gynecologic Problems in General Prac- 
tice” by Dr. Walter J. Reich of Chicago. 

Wednesday’s program will concentrate on prob- 
lems in medicine and surgery which each physician 
encounters every day in his practice. The morning 
session will begin with the “Management of Thyroid 
Diseases” by Dr. Richard B. Cattell of the Lahey 
Clinic. 

In following order, Dr. Robert W. Bartlett of 
Washington University will discuss bleeding le- 


GP e March, 1953 


sions of the colon and rectum and Cornell Universi- 
ty’s Dr. Cranston W. Holman will speak. on lung 
tumors. The final Wednesday morning paper pre- 
sented by Dr. W. A. Altemeier of the University of 
Cincinnati will be on the uses and abuses of anti- 
biotic therapy in surgery, an explosive subject. 

Five outstanding speakers will present the after- 
noon program with the subject area shifting to 
medicine. “Bedside Detection and Treatment of 
Water and Electrolyte Disturbances,” discussed 
by Dr. Robert Elman of Washington University 
leads off the afternoon session. Dr. James L. A. 
Roth of the University of Pennsylvania will talk on 
**Useful Medications in Gastroenterology.” A high- 
light of this talk will be the examination of the use 
and abuse of various drugs common in this field. 

The problem of thromboembolism wiil be re- 
viewed in a paper, “Diagnosis and Treatment of 
Peripheral Vascular Diseases” presented by Dr. 
Meyer Naide of Women’s Medical College in Phila- 
delphia. New antihistaminics and diagnostic prob- 
lems in pernicious anemia will be covered re- 
spectively by Dr. David F. Marsh of the University 
of Pennsylvania and Dr. M. Pinson Neal of the 
University of Missouri. 

Cardiology comes into its own on the Thursday 
program, the final scientific session. 

Dr. Thomas Durant of Temple University, Dr. 
Chauncey C. Maher of Northwestern University, 
and Dr. Arthur M. Master of Columbia University 
will discuss cardiac emergencies, diagnosis of myo- 
cardial infarcts, and new ranges of normal blood 
pressure that should be particularly useful to the 
general practitioner. 

Definition and treatment of stress will be han- 
dled by Dr. Harley E. Cluxton of Northwestern 
University. Though not classified as cardiologic, 
the committee felt this would be a good note on 
which to end the program. 

The sixty-one scientific exhibits represent the 
committee’s selection of the most practical and in- 
formational displays. A number were specifically 
designed for this meeting being integrated with 
certain lectures. A few of the exhibits that phy- 
sicians will find especially noteworthy are the dem- 
onstration of chest x-rays, clinical studies on vari- 
ous types of cancer, clues on diabetes detection, and 
an adequate low calorie diet. 

Technical exhibits are being shown by 159 firms. 
There will be 211 booths. 

No stone has been left unturned to make this 
repeat performance in St. Louis “the meeting of 
the year.” 
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acidity. tension and anxiety. muscle spasticity. 


Donnalate incorporates the pharmacological features 
of both Robalate (for peptic ulcer) and Donnatal (for 
spasmolysis). Each Donnalate Tablet contains 0.5 Gm. 
dihydroxy aluminum aminoacetate, 8.1 mg. phenobar- 


bital, 0.052 mg. hyoscyamine sulfate, 0.01 mg. atro- 
pine sulfate, and 0.003 mg. hyoscine hydrobromide 
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Fifth Annual Scientific Assembly 


AMERICAN ACADEMY OF GENERAL PRACTICE 


SAINT LOUIS, MISSOURI 


Schedule of Events 


Friday, March 20 


Board of Directors Meeting, all day, Parlor D, Statler 
Dinner, Daniel Boone, Statler 


Saturday, March 21 
Committee on Scientific Assembly Breakfast, Room 
110, Statler 
Commission on Membership Breakfast, Parlor A, 
Statler 
Board, Local Arrangements and Scientific Assembly 
Luncheon, Daniel Boone, Statler 
State Officers Conference, Ballroom, Statler 
State Officers Cocktails and Dinner, Missouri, Statler 
Constitution & By-Laws Committee, Parlor D, Statler 


Sunday, March 22 


Committee on Scientific Assembly, Room 110, Statler 
Commission on Hospitals, Breakfast, Parlor A, Statler 
Reference Committee Chairmen Breakfast, Parlor D, 
Statler 
Credentials Committee—Congress of Delegates, 
Foyer 1, Statler 
Congress of Delegates, Ballroom, Statler 
Ladies’ Registration, Statler 
Reference Committees: 
1. Reports of Officers & Committees, Room A, 
Statler 
2. Hospitals, Missouri Room, Statler 
3. Education, Foyer 3, Statler 
4. Constitution and By-Laws, Room B, Statler 
5. Miscellaneous Business, Saint Louis Room, Statler 
6. Legislation and Public Policy, Room 108 & 110, 
Statler 
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7:30 a. 


8:30 a. 
8:30 a. 
9:00 a. 


1:00 p. 


7:30 a. 


8:00 a. 
8:30 a. 
9:00 a. 
12:30 p. 


6:30 p. 


7:30 a. 


8:30 a. 
9:00 a. 
12:15 p. 
12:30 p. 


2:15 p. 
7:30 p. 
10:30 p. 


9:00 a. 
9:00 a. 
12:30 p. 
2:00 p. 


Monday, March 23 


Committee on Scientific Assembly Breakfast, Room 
110, Statler 

Credentials C ittee, Foyer 1, Statler 

Ladies’ Registration, Kiel Auditorium 

Congress of Delegates, Ballroom, Statler 

Reference Committees 

Scientific Assembly opens, Kiel Auditorium 


Tuesday, March 24 


Committee on Scientific Assembly Breakfast, Room 
112, Statler 

Past Presidents’ Breakfast, Parlor D, Statler 

Ladies’ Registration, Kiel Auditorium 

Scientific Assembly, Kiel Auditorium 

Ladies’ Luncheon and Fashion Show, Gold Room, 
Jefferson 

Delegates’ Dinner, Missouri Room, Statler 


Wednesday, March 25 


Committee on Scientific Assembly Breakfast, Room 
110, Statler 

Ladies’ Registration, Kiel Auditorium 

Scientific Assembly, Kiel Auditorium 

Ladies’ Tour, Lv. Kiel Auditorium 

General Practice Section and Executive Committee 
Luncheon, Parlor D, Statler 

Ladies’ Tea, Art Museum 

Annual Banquet, Gold Room, Jefferson 

Dance, for AAGP members, Ivory Room, Jefferson 


Thursday, March 26 


Commission on Education, Parlor A, Statler 

Scientific Assembly (closes 12:00 m.), Kiel Auditorium 
Board of Directors Luncheon, Daniel Boone, Statier 
Board of Directors Meeting, Daniel Boone, Statler 


7:00 p. m. 
m. 
7:30 a. m. 
9:00 a. m. 
12:00 m. 
m. 
2:00 Pp. m. m 
7:00 Pp. m. 
8:30 p. m. 
7:30 a. m. 
8:00 a. m. 
8:30 a. m. 
8:30 a. m. 
m. 
10:00 a. m. 
1:00 p. m. 
3:30 p. m. 
m. 
m. 
m. 
m. 
m. 
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1953 Post- Assembly Meeting in Mexico City 


. - - Condensed Itineraries 


All Arrangements by Lee Kirkland Travel, Kansas City, 
Missouri. 


Itinerary One. Via C & S—Pan AMERICAN AIR- 
ways. All-expense—$399.00 ea. 


Friday, March 27: At 11:00 a.m. depart St. Louis 
via air. After brief stop at Houston, arrive Mexico 
City 7:00 p.m. 


Saturday, March 28: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Sunday, March 29: Motor via limousine to 
Xochimilco “Floating Gardens.” Return to Mexico 
City to attend Bull Fights. 


Monday, March 30: Open day. 


Tuesday, March 31: Motor across Continental Di- 
vide past Popocatepetl and Iztaccihuatl to Cholula 
and Puebla. 


Wednesday, April 1: Scientific meeting with 
Academia Nacional de Medicina de Mexico. Dinner 
party at El Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stopping at Hacienda 
Vista Hermosa. Night of 2nd at Taxco. Return to 
Mexico City the 3rd via Toluca, Native Market. 


Saturday, April 4: En route home. 


Itinerary Two. Via Special Train. All expense, 
from $369.38 ea. 


Lee Kirkland Travel 


1231 Baltimore Avenue 


Kansas City 5, Missouri 


Please reserve accommodations for my party of (_ ). We 


desire Itinerary # with Extension . If rail, please state 


choice of Lower, Roomette, Bedroom, Compartment, or Draw- 


ing Room. 


Attached is my check in the amount of ($ ) representing 


deposit of $50.00 on each reservation, which is to be applied 


on total cost. 


Thursday, March 26: Leave St. Louis at 5:30 
P.M. 


Friday and Saturday, March 27 and 28: En route 
Mexico City, traveling through Texas and Old 


Mexico. 


Sunday, March 29: Arrive Mexico City. Motor 
via limousine to Xochimilco ‘Floating Gardens.” 
Return to Mexico City to attend Bull Fights. 


Monday, March 30: Motor tour by limousine of 
Mexico City, Pyramids, and Shrine of Guadalupe. 


Tuesday, March 31: Motor across Continental 
Divide past Popocatepetl and Iztaccihuatl to 
Cholula and Puebla. 


Wednesday, April 1: Scientific Meeting with 
Academia Nacional de Medicina de Mexico. Din- 
ner at El Patio. 


Thursday and Friday, April 2 and 3: Motor trip 
to Cuernavaca and Taxco, stop at Hacienda Vista 
Hermosa. Night of 2nd at Taxco, returning to 
Mexico City via Toluca, Native Market. 


Saturday and Sunday, April 4 and 5: En route 


home. 


Monday, April 6: Arrive St. Louis—Chicago. 


All-Expense Extensions 


Extension A: 3 days to Garci Crespo, Orizaba, 
Cordoba, and Fortin. 


Extension B: 3 days in Acapulco. 


Extension C: 6 days in Guatemala City and Chichi 
castenango. 


Combination A and B: 6 days in Garci Crespo, 
Orizaba, Cordoba, Fortin, and Acapulco. 


Extension A $ 62.50 ea. 
Extension B 77.50 ea. 
Extension C 195.00 ea. 


Combination A and B 134.50 ea. 
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Post-Assembly Meeting in Mexico City 


Attracts 300 American Doctors and Wives 


THREE HUNDRED physicians and their wives have 
already made reservations to attend the First Inter- 
national Congress of General Practice scheduled for 
April 1 in Mexico City. 

The one-day clinical meeting, planned jointly by 
the American Academy of General Practice and the 
Academia Nacional de Medicina de Mexico, will 
provide a unique experience in inter-American 
medical relations for general practitioners. 

Mexico City’s Institute of Cardiology will be the 
site of the scientific session scheduled for 3:30 to 
6:30 p.m. Dr. Fount Richardson, Fayetteville, Ark., 
was appointed by the Committee on Scientific As- 
sembly to take charge of arrangements for the 
scientific program. 

Two papers will be delivered on behalf of the 
American physicians. George J. Boines, M.D., 
A.A.G.P. alternate to the St. Louis Assembly from 
Wilmington, Del., has chosen ‘‘Hyperproteinism 
in Acute and Convalescent Poliomyelitis” as his 
topic. Hampton C, Robinson, M.D., Houston, 
Texas, will speak on the “Selection of Patients for 
Surgical Treatment of Hypertension.” 

The Academia de Medicina will be represented 
on the program by two Mexican physicians who 
will present papers of interest to general practi- 
tioners. 

The $25 registration fee for U.S. physicians, au- 
thorized by the Board of Directors, will cover the 
cost of a full transcript of the proceedings to be 
distributed to those in attendance. The program 
includes translations of all papers in both Spanish 
and English to enhance mutual understanding. 

Through the co-operation of Dr. Salvador Aceves, 
who assumed the presidency of the Academia de 
Medicina in February, the early part of the day has 
been arranged to permit visiting physicians to see 
medical points of interest in Mexico City. 

Busses provided by the Squibb Company will 
tour, from 9 to 11 a.M., such places as Children’s 
Hospital and the Hospital of Nutritional Diseases. 
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Three Lions 


The Cathedral of Mexico City 


Afterward, from 11 to 1 p.M., the group will have an 
opportunity to visit the facilities recently completed 
for the new medical school of the National Uni- 
versity. On the invitation of Dr. Castro Estrada, 
medical director of Squibb in Mexico, the luncheon 
stop at 1:30 will be made at one of the excellent 
restaurants located near University City—the Em- 
bassy or Napoles. 

The day’s activities will be concluded by a ban- 
quet at Mexico City’s famed Hotel Del Prado. 
Honorary certificates of membership will be pre- 
sented by the Academy at this time to Dr. Aceves 
and other outstanding Mexican general practitioners. 

A printed program outlining the complete meet- 
ing schedule will be mailed to all who register for 
the trip. 
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Make your Hotel Reservations earl 


1953 Scientific Assembly 


AMERICAN ACADEMY OF GENERAL PRACTICE 


Ag 
\ | 


The Academy returns to St. Louis in 1953 _ will have first choice on the best rooms in the 


with the biggest anticipated registration in its _ better hotels. 

history—but with no increase in the number 

of available hotel rooms. This means that the For the finest program yet offered at any 
physician who makes his reservation early Annual Assembly... 


By all means come to St. Lous... 


BUT REMEMBER — 


® Assignment of rooms will be made in the order re- 
ceived. 


® All assignments will be through the St. Louis Hotel 
Bureau. 


®No “headquarters” hotel—Academy headquarters 
will be at Kiel Auditorium. 


® Delegates and distinguished guests may specify the 
Statler. 


® State officers and delegates must make their own 
The St Lous Auditonum reservations. 


1s only three blocks from | 
® Be sure to indicate definite arrival and departure 


the Umon Depot and within 
easy walking distance of a large time, also names of room occupants. 


number of St Louis’ | 
Assembly registration begins at 9:00 A.M. Monday. 
March 23. Meeting ends at noon. March 26. 


surface cors, bus lines and service 
cars, and there ae ample parking 
facilities adjacent to 


USE THIS CONVENIENT 
HOTEL RESERVATION FORM 
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APPLICATION FOR HOUSING ACCOMMODATIONS 


AMERICAN ACADEMY OF 
GENERAL PRACTICE 


ST. LOUIS, MISSOURI MARCH 23-26, 1953 


For your convenience in making hotel reservations for the coming meeting of the AMERICAN ACADEMY 
OF GENERAL PRACTICE ON MARCH 23-26, 1953 in St. Louis, hotels and their rates are listed below. 
Use the form at the bottom of this page, indicating your first, second and third choice. Because of the 
limited number of single rooms available, you will stand a much better chance of securing accommodations 
of your choice if your request calls for rooms to be occupied by two or more persons. All reservations must 
be cleared through the housing bureau. ALL REQUESTS FOR RESERVATIONS MUST GIVE DEFI- 
NITE DATE AND HOUR OF ARRIVAL AS WELL AS DEFINITE DATE AND APPROXIMATE 
HOUR OF DEPARTURE, ALSO NAMES AND ADDRESSES OF ALL PERSONS WHO WILL OC- 
CUPY RESERVATIONS REQUESTED MUST BE INCLUDED. 


*ST. LOUIS HOTEL ROOM RATES 


Rooms for Two Rooms for Two 
Singles Doubles Twins 2-Room Suites Singles Doubles Twins 2-Room Suites 


American_............. $3.75- 4.50 $5.25- 6.50 $6.50- 7.50 Majestic... .... $4.00- 6.00 $6.00- 8.00 $7.00-10.00 
Baltimore... 4.00- 6.00 5.50- 7.50 6.50- 7.50 Mark Twain__...... 4.50- 7.00 6.50- 9.00 9.00-10.50 $15.50 & Up 
Broadview.............. 4.00- 5.50 5.50- 7.00 7.00- 8.00 $10.00-12.00 ................ .. 5.00-10.00 6.50-12.00 8.50-12.00 14.50 & Up 
Chase... 5.75-10.00 9.00-12.00 9.00-15.00 16.00 & Up McKinley... 2.25- 3.50 4.00- 5.00 5.50- 6.50 
Claridge. 4.00- 8.00 6.50- 8.50 7.50- 9.50 16.00 & Up Melbourne... 4.50- 8.50 6.50- 9.00 9.00-11.50 14.00-18.00 
Congress..._......... 5.00- 8.00 6.00-10.50 6.00-10.50 12.00-20.00 Park Plaza... 7.00-11.00 11.00-14.00 11.00-16.00 16.00 & Up 
DeSoto... 4.50- 7.50 6.50-10.50 8.00- 9.00 12.50-15.00 Roosevelt... 4.50- 8.50 6.50-10.50 7.50-10.50 
Fairgrounds._......... 4.00- 6.50 6.25- 8.50 7.00- 8.00 Sheraton... 5.85-10.00 9.00-13.00 11.00-13.00 12.00-24.00 
Fairmont... 4.00- 6.00 5.50- 8.00 5.50- 8.00 Statler... (5.00-10.00 7.50-12.00 9.00-13.00 28.00-29.00 
a Forest Park... 4.00- 6.00 7.00- 9.00 7.50- 9.00 10.00-16.00 i" Rooms available. Reserved for Delegates and 
We Gatesworth....... 5.50- 6.50 7.50- 8.50 7.50- 8.50 10.00-16.00 Distinguished Guests. 
; Geo. Washington... 3.50- 4.00 6.00 7.00 Warwick... 3.00- 4.50 4.50- 6.00 6.50 
Jefferson... 5.00- 9.00 8.00-12.00 10.00-12.50 21.00 & Up .. 3.50- 5.00 6.00- 7.50 7.50- 8.50 
Kings Way. 3.50- 5.00 5.00- 7.25 8.50 9.00-12.50 *The above quoted rates are existing rates but are, of course, subject to any 
S| ere 5.00- 9.00 6.50-10.00 7.00-11.00 16.50 & Up change which may be made in the future. 


ALL RESERVATIONS MUST BE RECEIVED PRIOR TO: 


Hotels Convention Reservation Bureau, A.A.G.P. 
Room 406—911 Locust St. 
St. Lovis 1, Missouri 


Please reserve the following accommodations for the: AMERICAN ACADEMY OF GENERAL PRACTICE IN ST. LOUIS, MISSOURI ON 
MARCH 23 TO 26, 1953 


FEBRUARY 23, 1953 


Double Bedded Room Twin Bedded Room 
2 Room Suite Other Type of Room 
Rate: From $ to $ First Choice Hotel 


Second Choice Hotel.. 
Third Choice Hotel 
Arriving at Hotel (date) ...-hour. A.M P.M, Leaving (date) 

hour. A.M P.M. 

THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Therefore, please include the names of both persons for each double room or twin 


bedded room requested. Names and addresses of all persons for whom you are requesting reservations and who will occupy the rooms 
asked for: 


(Individual Requesting Reservations) 


Name 

e If the hotels of your choice are unable to accept your reservation 
ried the Hotels Convention Reservation Bureau will make as good a 

Address reservation as possible elsewhere providing that all hotel rooms 


available have not already been taken. 


" Actually, it has not been In minor and major surgery, for induction or 
so much a case of PENTOTHAL induction and maintenance, alone or mH com- 
bination with other anesthetics, Pewroraa: 
Sodium continues to grow in popularity in 
anesthetic agents and methods operating rooms throughout the world. 
as it has been of comple- Nineteen years of experience, nearly 2000 
menting and supplement- published reports have shown that intravenous 
anesthesia with Penroruas means a smooth, 
ing them to the mutual easy induction, and that deeper anesthesia 
advantage of one. may be had in a moment. Recovery is short, 
éuather.” pleasant and usually without nausea. No bulky 
frightening equipment is needed, The fire 
and explosion hazard is eliminated. And, as 
(1951), {atravenous Administration of it says above, this: ultra-short-acting barbi- 


in Combination with Other Anesthetic 
nods, 5. Med. Assn, Angus. turate complements and supplements ether 


agents to “the mutual ad- 
vantage of one another.” Abbott 


Sedium'’s supplanting other 


4 
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Headquarters Building To Be Part 


Of City’s New Cultural Center 


Earty in January the Finance Committee, on au- 
thority from the Board of Directors, acquired title 
to a new building site for the Headquarters Build- 
ing. This plot of ground is located two blocks from 
the site which was purchased a year and a half ago, 
and includes 58,000 square feet—almost twice the 
size of the original purchase. 

Even more important, however, is that the new 
location will make our Headquarters a part of the 
tremendous new Kansas City Cultural Center, now 
in process of development. This area will include 
Kansas City University, a new scientific research 
library, the Nelson Gallery of Art, Menorah Hos- 
pital, the Midwest Research Institute’s two million 
dollar facility, and the tremendous new Volker Me- 
morial Fountain and Gardens. Members of the City 
Planning Commission and other civic leaders have 
heartily agreed with Academy representatives that 
this is the finest location in the entire city. Dr. R. 
B. Robins, Academy President, and Dr. W. B. 
Hildebrand, Board Chairman, have congratulated 
the Finance Committee, Dr. J. R. Fowler and the 
Building Committee on their foresight and prompt 
action in acquiring this unusual property. 

Negotiations are under way at this writing for the 
sale of the original plot of ground. Several business 
organizations are bidding for it and the Committee 
anticipates that it will be disposed of at a profit. 

The new property, located at the corner of Oak 
Street and Volker Boulevard, has been for nearly 
fifty years the site of one of the finest peony gardens 
in the midwest. Many of the prize specimens from 
these gardens will be perpetuated in a floral display 
surrounding a fountain on the Oak Street side of the 
property. This is part of an over-all landscaping 
plan which will aim to harmonize the appearance 
of our property with the other elements of the 
Cultural Center. 


Architectural Work To Start Soon 


This new location will make possible adequate 
off-street parking facilities and will also provide 
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Academy Acquires Finest Building Site in Kansas City 


room for future building expansion, should that 
prove desirable ten or twenty years from now. It has 
already been determined that the total floor space 
of the building should be increased from 18,000 to 
24,000 square feet. This increase results in part 
from the decision to include in the first floor plans 
facilities for a memorial medical library and for dis- 
plays of medical milestones and achievements. 

The balance of the ground floor will be devoted 
to editorial and production offices for GP, as well 
as facilities for handling the constantly growing 
volume of mail and bulletin printing. The second 
floor, as originally planned, will accommodate the 
administrative and executive offices of the Academy. 
The basement space will be devoted to storage 
vaults, addressograph operations, and maintenance 
equipment, as well as restroom and lunch room fa- 
cilities for the headquarters personnel—which now 
numbers thirty-nine persons. 

The architectural firm of Andrews and Hutchens, 
who have had extensive experience in developing 
buildings of this type, is proceeding with the neces- 
sary revisions of the plans. Then they will begin 
preparation of the reams of detailed working draw- 
ings essential to a construction job of this magni- 
tude, with the object of advertising for contracting 
bids in the late summer or early fall. It is hoped 
that actual construction may be started before the 
end of 1953. 

Dr. Fowler, during a conference in Kansas City, 
the week-end of January 30, pointed out to the Com- 
mittee that this delay can be utilized to excellent 
advantage in further strengthening the cash bal- 
ance in the Fund. Understandably, this new prop- 
erty is considerably more expensive than was our 
original purchase—and the cost of the enlarged 
building will run higher in 1953-54 than was 
originally estimated in 1951. It is now estimated 
that the total cost will run in the neighborhood of 
half a million dollars. 

Dr. Fowler has therefore asked all State Building 
Committees to put forth even greater efforts, during 
the next six or eight months, to stimulate a steady 
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flow of contributions. He also reminds all Academy 
members that this Headquarters Building is not 
alone being constructed to serve their interests and 
increase the effectiveness of the national organiza- 


tion. It will also stand as a shrine to general practice 
and the family doctor—an edifice in which every 
Academy member may take increasing pride 
through the future years. It is his urgent hope that 
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ithe hematinic for 
better results ..... 
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2 tablets t.i.d. provide: 


50% USP Crystalline 
Biz Concentrate 60 meg. 


FOLIC ACID 5.1 mg. 
GASTRIC SUBSTANCE 600 mg. 
FERROUS GLUCONATE _18 gr. 
COPPER SULPHATE 15 mg. 
VITAMIN 300 mg. 


TRULY THERAPEUTIC AMOUNTS 
OF B COMPLEX: 


Thiamine Chloride 10 mg. 
Riboflavin 10 mg. 
Niacin Amide 150 mg. 
Pyridoxin Hydrochloride 2 mg. 
Calcium Pantothenate 10 mg. 


NATURAL B COMPLEX FACTORS: 
Desiccated Liver 1200 mg. 
COMPARE: Completeness, potency and cost 
NOW AVAILABLE AT ALL PHARMACIES 


IRON + COPPER + VITAMIN ¢ 
B COMPLEX 
including Desiccated Liver. 
FOLIC ACID and Biz 
GASTRIC SUBSTANCE 
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every member will have made some contribution to 
this building before it is completed—even if it is no 
more than $30 or $50. 

Contributions received during January were as 
follows: 


California........ 


Delaware.......-. 
District of Columbia 


3,408.50 
2,190 
85 
4,375 
Oklahoma... 710 
Oregon...... 535 
Pennsylvania 1,963 
Rhode Island........ 70 
1,985 
200 
1,200 
_ 505 
165 
510 
410 


Commercial... 
Organizations 


95,282.92 
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WPA? 


His death came as a shock for the reason that 
he was at work as usual on the day he died, and 
just passed away in his sleep.—Idaho Coal 
Dealer. 


COLLUSION 


Miss BERRINGER, a registered nurse, witnessed 
the bank robbery and testified that she was the 


only one in the bunk with the cashier when 
the bandits entered with drawn guns.—Pent- 
water (Pa.) Citizen-Patriot. 


EDITOR MAY NEED SOME 


SERIOUSLY injured in an auto crash, Silas 
Steele is in a critical condition at Mercy Hos- 
pital. Dr. Reid happened on the scene soon 
after the accident, and applied quack first-aid 
treatment.—Salt Lake Telegram. 


Tue psychiatrist reported that he had ex- 
amined two groups. One group comprised 40 
surgeons and physicians; the other group of 
40 was comprised of law-abiding citizens.— 


Cedar Springs (Vt.) Transcript. 


Harp wenches and chairs are used in the ex- 
pectant fathers’ waiting-room in Bellin Me- 
morial Hospital, located in Green, Wis.— 
Deshler (Minn.) Independent. 


January total ~ 
state contributions contributions af Wt, 
/ 
200 
20 567.08 
930 
2,080 
1938 
495 1,935 —— 
_ 736 
275 3,221 
85 1,815 
90 5,380 
New Hampshire. ............. 35 498 
= 90 1,850 
d 
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15 450 
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The therapeutic usefulness of vitamin B,, 
is constantly being expanded. In addition 
to its value in the treatment of pernicious 
anemia, nutritional macrocytic anemias, 
and as an appetite stimulant, there is now 
evidence that Vitamin B,, is an important 
agent in the treatment of viral hepatitis.‘ 
“Patients (with hepatitis) who received 
vitamin B, had a more rapid return 
to normal appetite and liver size... ”” 
than those not receiving supplemental 
vitamin By. 


Supplied: Repisot Soluble Tablets, 25 
mcg. crystalline vitamin B,., vials of 36, 
bottles of 100; 50 mcg., vials of 36. REDISOL 
Elixir, 5 meg. vitamin B,, per 5 cc., in pint 
SPASAVER® and gallon bottles. REDISOL 
Injectable, 30 mcg. vitamin B,, per cc., in 
10-cc. vials; 100 mcg. per cc., in 10-cc. vials. 
Sharp & Dohme, Philadelphia 1, Pa. 


. Spies, T.: International Confé on Vitamins and Hor- 
mones, Havana, Cuba, 1952. 
In spite of its fabulous therapeutic potency, vita- . Chow, B.F.: Southern Med. J., 45:604, 1952. 
min B,, is virtually nontoxic. Chow reports that, . Conley, C.L., Green, T.W., Hartman, R.C. and Krevans, 
“experimentally, over 100,000,000 times the minimal J.R.: Am. J. Med., 13:284, 1952. 


effective dose is without toxic effects. . Campbell, R.R. and Pruitt, F.W.: Am. J. Med. Sci., 
224:252, 1952. 


most potent 


Vitamin B,, is rapidly replacing liver extract for injection therapy, since “‘it causes 
less discomfort at the site of injection, does not give rise to 
untoward reactions and is less expensive than liver.””* 
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In terms of weight, and by a very wide margin, the two most potent nutritional substances are vitamin By: 
and vitamin D. And of these two, vitamin B: is 100 times more potent. A single microgram oJ vitamin Bi 
is therapeutically active. 


therapeutic nutrient known" 


Redisol 


VITAMIN B,, 
SHARP 
DOHME 


TABLETS ELIXIR INJECTABLE 
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@ for the cardiac patient 
@ for the asthmatic patient 


Cardalin tablets rapidly produce clinical response 
of the same magnitude as that obtained by intra- 
venous administration of aminophylline. Cardalin 
thus permits the physician to institute and maintain 
effective oral treatment in conditions formerly con- 
sidered amenable only to rectal or parenteral 
aminophylline therapy. 


Cardalin contains 5 grains of aminophylline per tablet... 
the highest concentration supplied for oral administration. 
Two protective factors (Aluminum Hydroxide and Ethyl Ami- 
nobenzoate) counteract the local gastric irritation so com- 
mon to oral aminophylline therapy. Extensive clinical studies 
have established the excellent therapeutic action of Cardalin. 


Cardalin—etach Cardalin tablet contains: Aminophylline, 5 
grains; Aluminum Hydroxide, 2.5 grains; Ethyl Aminobenzoate, 0.5 
grains. Cardalin is best tolerated after meals and preferably 
administered with one-half glassful of milk. 


now available containing phenobarbital gr. p 
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Arrangements Completed for Ladies’ Entertainment in St. Louis 


Luncheon, Fashion Show, Tour, and Tea 
Planned for Visiting Wives and Guests 


Tue Ladies’ Entertainment Committee, under the 
chairmanship of Mrs. Norton John Eversoll, has put 
the finishing touches on a program planned for all 
wives and guests of physicians attending the Saint 
Louis Assembly in March. 

Ladies’ registration and ticket sales will be held 
at the Statler Hotel on Sunday, March 22, from 1 
to 4 p.m., and Monday through Wednesday at Kiel 
Auditorium only, from 8:30 a.m. to 4 P.M. 

Featured on Tuesday, March 24, will be a 
luncheon and fashion show in the Gold Room of the 
Jefferson Hotel at 12:30 p.m. Opening the ‘‘Pano- 
rama of Fashions” with “Meet Me in Saint Louis” 
will be five members of the Midwest Opera Asso- 
ciation, attired in “Gay ’90’s” costumes. 

Wives of prominent Saint 
Louis businessmen, profes- 
sional, and civic leaders 
will model beach attire of 
thenand now. The “Roarin’ 
*20’s” era will be recalled 
with beaded dresses and 
“rare” fur styles. In keep- 
ing with this era, Charles- 
ton dancers will also be 
featured. 

Mrs. John Berns of the 
Opera association will sing 
You, Beautiful Lady,” 
as the cocktail, dinner, and 
dance costumes of the pres- 
ent day are shown as a fi- 
nale to the “Panorama of 
Fashions.” 

Montaldo’s, Inc., Saint 
Louis’ finest specialty shop, 
and Leppert-Roos, one of the city’s oldest fur 
houses, are co-operating with Mrs. Charles 
Shepherd, luncheon-fashion show chairman, in 
making this an outstanding event. Mrs. Shepherd 
is writing the script and will act as director and 
commentator for the show. 

On Wednesday’s schedule of events are 4 tour of 
the city and a tea at the Art Museum. The Old 
Cathedral, Jefferson Memorial, Washington Uni- 


Flapper fashion 
to be modeled. 
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versity, and the Jewel Box are several of the pic- 
turesque sights which those who take the tour will 
enjoy. 

The tour busses will load at Kiel Auditorium 
only, at 12:15 p.m., and will terminate at approxi- 
mately 2:15 p.m. for the tea. Arrangements have 
been made by Mrs. J. Costrino, tour chairman, for 
the busses to return the ladies to the Statler and 
Jefferson hotels. Tickets for the tour and tea are 
$2, and may be purchased at the ladies’ registra- 
tion booths. 

The tour and tea have been arranged in such a 
way that the ladies will be back at their hotels in 
ample time to prepare for the Academy’s banquet 
Wednesday evening. 

The Ladies’ Entertainment Committee hopes that 
the wives and guests will have an enjoyable time 
during their visit to Saint Louis. 


Appellate Court Ruling Opens County 
Hospitals’ Doors to Missouri Osteopaths 


FuRTHER interpretation of the ruling set down re- 
cently by the St. Louis Court of Appeals which 
gives Missouri osteopaths the right to practice in 
county hospitals in the state, may determine the 
impact of this decision all over the nation, medical 
circles believe. 

It has implications in national as well as state 
and local health care. The ruling may be inter- 
preted to apply to any hospital operated wholly or 
in part by public funds in Missouri. It might mean 
that voluntary (private) hospitals which have ac- 
cepted public money in construction projects might 
be asked to allow osteopathic physicians to enter 
patients. 

January 17 a motion brought by the Missouri 
State Medical Association for a rehearing by the 
St. Louis Court of Appeals was overruled by the 
court. The state medical association has thirty days 
in which to apply for transfer of the case to the 
Missouri Supreme Court. The medical association’s 
officials have voiced the opinion that this action 
will be taken. 

The ruling for osteopaths sustains the decision of 
Judge Sam C. Blair of the Cole County Circuit 
Court who, two years ago, heard the suit brought to 
test the right of osteopaths to practice in the 
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Audrain County Hospital at Mexico, Mo. The 
appellate court declared any bar on practice by 
doctors of osteopathy in the Audrain hospital was 
illegal and void. 

The Audrain County case originally was appealed 
to the Missouri Supreme Court which assigned the 
case to the St. Louis Court of Appeals for a decision. 
The Missouri State Medical Association was an 
appellant in the case along with the Audrain 
County Hospital Board, which sought clarification 
on Missouri laws governing doctors of medicine and 
osteopathic physicians. The defendants in the case 
were the Missouri Osteopathic Association and the 
osteopathic physicians of Audrain County. 

The three judges of the St. Louis Court of Ap- 
peals based their decision on the fact that Missouri 
law recognizes osteopathic physicians and surgeons 
as practitioners of a school of medicine, prohibits 
the boards of county hospitals from discriminating 
against any school of medicine, and provides a hos- 
pital patient “the absolute right to the physician 
of his choice.” 


Dr. Sol Katz of Washington Named 
Editor of Academy’s 1953 Abstracts 


Dr. Sot Katz of Washington, D. C., associate editor 
of GP, has been named editor for Abstracts of the 
1953 meeting by the A.A.G.P. Board of Directors. 
Dr. Katz is one of the part-time medical editors of 
GP and is a full-time teacher at Georgetown 
University Medical School in Washington. 
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Planning To Attend? 


AcaDemy chapter meetings and postgradu- 
ate courses, as well as other medical meet- 
ings in which general practitioners will 
have an interest, will appear here monthly. 


March 23-26. A.A.G.P., Fifth Annual Scientific Assem- 
bly, Kiel Auditorium, St. Lovis, Mo. 

March 23—June 8. University of Colorado School of 
Medicine, postgraduate course in applied medi- 
cal science, Denver. 

March 24. University of Pittsburgh School of Medicine, 
lecture on the industrial aspects of noise, 
Magee Hospital, Pittsburgh, Pa. 

March 25. Massachusetts Medical Society et al, course 
on medical aids for the physically handi- 
capped, Boston. 

March 30—April 2. University of Michigan Medical 
School, course on recent advances in thera- 
peutics, Ann Arbor. 

March 30—April 3. New York University, course on 
electrocardiography, New York City. 

March 31. University of Pittsburgh School of Medicine, 
industrial lecture, Magee Hospital, Pitts- 
burgh, Pa. 

April 1. Massachusetts Medical Society et al, course 
on hypersensitivity reactions, Boston. 

April 6-8. University of California Medical School, 
course on diagnostic radiology, Franklin 
Hospital, San Francisco. 

April 6-10. University of Michigan, review courses 
for practicing physicians, Ann Arbor. 

April 10-11. University of Colorado Medical Center, 
course in obstetrics and gynecology, Denver. 

April 13. Tennessee chapter, annual meeting, Peabody 
Hotel, Memphis. 

April 13-15. University of Kansas Medical Center, 
course on anesthesiology, Kansas City, Kan. 

April 15-16. Indiana chapter, annual meeting, Antlers 
Hotel, Indianapolis. 

April 20-22. American Academy of Pediatrics, area 
meeting, Hotel Statler, Boston. 

April 22. New Hampshire chapter, symposium on 
geriatrics, Concord, N. H. 

April 22-23. Kentucky chapter, second scientific as- 
sembly, Brown Hotel, Louisville. 

April 23-25. Werld Medical Association, first western 
hemisphere conference, Richmond, Va. 

April 24-25. University of Texas, anesthesiology 
conference, the University Medical branch in 
Galveston. 
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Immediately following the Assembly, the new 
Abstracts editor will begin working on the 
1953 edition in his spare time. It is hoped the 
Abstracts can be mailed within a matter of weeks 
after the close of the St. Louis meeting to all 
who have ordered copies in advance. 

For the past two years the editing of Abstracts has 
been performed by Academy members, Dr. Thomas 
Rardin and Dr. Ralph Marsicano, at great personal 
sacrifice and effort. The Board of Directors is at- 
tempting now to make it a self-supporting enter- 
prise. 

To do this, the price of Abstracts this year will be 
$5. Orders will be taken at the Assembly in St. 
Louis and a regular order form will be included in 
the printed program. 


December AMA Journal Has Semiannual 
Listing of Postgraduate Courses 


ForTy-FIVE organizations are sponsoring various 
types of continuation study for general practitioners 
in the period January 1 to July 15. The list of these 
courses and dates are published in the December 13 
issue of the Journal of the American Medical 
Association. 

This is the reguiar semiannual list prepared by 
the Council on Medical Education and Hospitals. 
Many of the programs conducted by the state and 
local chapters of the American Academy of General 
Practice are included. Since practically all state 
chapters are engaged in conducting or sponsoring 
postgraduate programs, it has been suggested that 
state chapters send copies of their programs to the 
Council on Medical Education and Hospitals so 
that the programs will be included in its semiannual 
listings. GP will carry these courses monthly in its 
calendar of events, “Planning To Attend?”. 

A total of 792 courses are listed for this period, 
embracing forty-five major areas in the field of clini- 
cal medicine and the basic sciences. The Council 
also says that it is engaged in a field of study of 
postgraduate courses and plans to have a report 
ready by next fall. 


Joint Committee Told Many Schools 
Favor Industrial Medicine Courses 


Tuirty of the eighty-eight medical and graduate 
schools in the nation have responded favorably to 
proposed industrial medicine programs for general 
practitioners according to a report made at the 
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For the study, care and treatment of 
chest diseases, 
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For postgraduate study: Second Annual 
Tuberculosis Symposium for General 
Practitioners, July 13 through 17, 1953, 
approved by AAGP for twenty-six hours 
of formal credit. 


For complete information on the health services 
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nd @ vigorous improvement 


Effective potencies of all hemopoietic 
factors are supplied in Armatinic 
Capsulettes for comprehensive 
antianemia therapy. 


Vitamin B,2 PLUS Activator— 
The Intrinsic Factor 


The additive influence of the intrinsic 
factor—desiccated duodenum—has a 
marked stimulating hemopoietic 
effect. According to recent research, 
orally ingested vitamin B)2 has an 
antianemia efficacy similar to that of 
injectable preparations when 
activated and potentiated by 
desiccated duodenum.'4 Moreover, 
-_ folic acid has been shown to be one of 
armatinic acuvated. the most active vitamin B)2 
FOR COMPREHENSIVE ANTIANEMIA THERAPY potentiators.*? 
ae Armatinic Activated may be used in 
atmatinic . either the macrocytic or microcytic 
feec cak anemias (except in the initial treatment 
of pernicious anemia), whereas 
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January 19 meeting of the Joint Committee on 
Education of the A.A.G.P. and the Council on 
Industrial Health of the A.M.A. in Chicago. 

The schools have answered that if there is a de- 
mand for courses on industrial health, they will de- 
velop a program for general practitioners. Several 
industries, that have been queried, also have ex- 
pressed interest in opening clinics in their plants. 

The Academy was represented at this meeting 
by its two members on the joint committee, Dr. 
Charles F. Shook and Dr. Gradie Rowntree. Other 
joint committee members are Drs. Clarence Selby, 
Rutherford T. Johnstone, and J. F. McCahan. 

Five proposals evolved out of discussions: 

1. Induce the general practitioner to familiarize 
himself with the operations of the plant where he 
serves employees occasionally. 

2. Provide means by which the doctor can check 
on occupational hazards at the plant he serves. 

3. Approach small plants, through insurance 
companies, to put on clinical meetings. 

4. Continue clinics in large plants. 

5. Give the industrial slant to all scientific 
meetings. 

The following day, Dr. Rowntree presided as 
chairman of the Joint Conference of the Council on 


Industrial Health and representatives of the state 
medical associations which was also held in Chicago. 

The Academy’s other representative on the joint 
committee, Dr. Shook, has been named associate 
editor of the A.M.A. Archives of Industrial Hygiene 
and Occupational Medicine. 


Two Doctors To Understudy Administrative 
Work in Memphis’ General Practice Office 


THE appointment of two physicians to become 
trainees in the General Practice Office at the Uni- 
versity of Tennessee, Memphis, has been announced 
by Dr. Paul Williamson, head of the Memphis office. 

Dr. R. A. Divison of Shreve, Ohio, and Dr. Karl 
Messinger of Grahamsville, N. Y., are the two men 
who have been chosen to take the traineeships. 
They will be accepted as associates on an appren- 
ticeship basis and will learn to organize and operate 
such a department in other medical schools. Both 
men have given up busy general practices in order 
to study the administrative work of a general prac- 
tice office in a medical school. 

The program as outlined by Dr. Williamson 
provides that each of these physician-trainees will 
devote approximately half his time to purely medi- 
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cal duties, which will include the actual care of 
patients, research, and work in the various specialty 
departments as training. The other half of his time 
will be spent in the General Practice Office learning 
the problems peculiar to general practice training 
and preparing himself to organize and operate such 
a department in another medical school. 

The training will be for two years. To initiate the 
program two physicians have been appointed. 
One new man will be appointed each year. 


Department for Training General Practice 
Residents Approved at Toledo Hospital 


Tue A.M.A. has approved a department at Mercy 
Hospital, Toledo, Ohio, for the training of resident 
physicians in general practice, Sister Mary Eustelle, 
the hospital administrator, announces. 

The main portion of the new training program 
will be placed in the Out-Patient Department where 
final treatment or referral to specialty clinics will be 
directed, according to Dr. Charles R. Forrester, 
chairman of the general practice section of the 
hospital education program. Dr. Forrester is an 
A.A.G.P. member. 

The two-year residency will include tours of the 


various departments and a preceptorship when the 
resident will work in a practicing physician’s office, 
attend patients, and accompany him on house calls. 
The approval follows the organization of the hos- 
pital’s general practice department several years 
ago, and is the sixth of its approved residencies. 


Medical News in Small Doses: 


Four of the Virginia chapter’s most active members 
have been named to committee posts in the Medical 
Society of Virginia. Dr. J. D. Hagood of Clover is 
chairman of the legislative committee, Dr. John O. 
Boyd, Jr., of Roanoke is chairman of the medical 
service committee, and Dr. Ira L. Hancock of 
Creeds and Dr. Edward E. Haddock of Richmond 
are members of the program and rehabilitation com- 
mittees, respectively. ... A $10,000 fund-raising 
campaign in behalf of the National Fund for Medical 
Education, now underway, began with a dinner in 
New York City with the blessing of President 
Dwight D. Eisenhower. ... Academy member, Dr. 
Russell J. Spivey of Indianapolis, has been named 
president-elect of the Indianapolis Medical Society. 
He will take office in January, 1954. Dr. Harry R. 
Kerr and Dr. Glen V. Ryan, also Academy members 


COMFORT 


KNIT TO CONFORM 


GP ¢ March, 1953 


You will approve the knit-in cup 
shape of this maternity garment that 
rovides comfortable support without 
inding or harmful pressure. This 
cup-like shape is achieved by an 
exclusive Freeman development in the 
art of knitting. Especially if a patient 
regularly wears a girdle, she will enjoy 
the Freeman with its two-way stretch 
nylon lastex and petal soft interior. 
Cool, light and skillfully tailored, 
this is a garment you can prescribe 
with the assurance that it will be worn. 
White or Pink. Small, Medium, 
Large and Extra Large. Ordered by 
waist and hip measurements. 
Write for catalog on Freeman girdles 
and surgical garments. We'll send the 
name of your nearest Freeman dealer. 


FREEMAN MFG. CO. 


Department 503, 
STURGIS, MICHIGAN 


GIRDLES 
141 


“'..for the first time in his life 


he developed a real appetite.” 


Here is a case history from a Philadelphia Pediatrician. It illustrates 
the clinical results achieved with “Trophite’ in below-par children: 


Patient: Jim B., age 12, height 55 inches, weight 75 pounds. “.. . 
had been a very marked feeding problem since birth . . . was always called 
the ‘runt’... a psychological problem.” 


Treatment: “He was started on “Trophite’ and for the first time 
in his life he developed a real appetite.” One teaspoonful of “Trophite’ 
daily for 2 years. 


Results: During first year he gained 13 pounds and grew 3 inches. 
“His appetite continued to improve...” At the end of 2 years he weighed 
108! pounds and was 63)2 inches tall—a total gain in weight of 334% 

pounds and increase in height of 8% inches. 


Comment: “... no longer the ‘runt’ in his class ...a much happier and 
better adjusted child.” 
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from Indianapolis, are delegates to the Indiana 
State Medical Association’s convention this year in 
French Lick. Dr. Joseph E. Ball, another A.A.G.P. 
member, is an alternate delegate. ... Each of the 
nation’s governors has been invited to name a 75- 
year-old doctor to attend the first western hemis- 
phere conference of the World Medical Association 
as a guest of honor. The meeting will be held at 
Richmond, Va., April 23-25. ... Dr. Howard A. 
Rusk, New York City physician, was named the 
1952 winner of the $10,000 Dr. C. C. Criss Award 
and gold medal in recognition of his work in re- 
habilitating the physically handicapped. ... Dr. 
Arch Walls of Detroit is a new councilor in the 
Michigan State Medical Society’s House of Dele- 
gates. Dr. J. S. DeTar of Milan has also been re- 
elected to the board of directors of the Michigan 
State Medical Society. . .. A new journal, Obstetrics 
and Gynecology, published by the American Acad- 
emy of Obstetrics and Gynecology, made its debut 


in January. . . . Dr. Carleton Smith of Peoria, presi- 
dent of the Illinois chapter, has been named a 
member of the Mississippi Valley Medical Associa- 
tion’s board of directors. ... Members of standing 
committees of the Medical Society of the State of 
Pennsylvania include Academy members, Dr. 
George S. Klump of Williamsport (committee on 
preventive medicine and public health) and Dr. 
Louis H. Weiner of Philadelphia (commission on 
graduate education). ... The impact of national 
defense on medical education was discussed at the 
49th annual Congress on Medical Education and 
Licensure held February 8-10 in Chicago. . . . The 
Medical Education for National Defense (MEND) 
program will continue during the 1953-54 academic 
year on a broadened scale in selected medical 
schools, the office of the Surgeon General an- 
nounces. The MEND program provides that sub- 
jects related to military medicine and disaster relief 
be introduced into first-year medical courses. 


NEWS FROM THE STATE CHAPTERS 


A HIGHLIGHT of the Wisconsin chapter’s business 
session held during the chapter’s recent fourth an- 
nual meeting in Madison was the passing of a resolu- 
tion urging all members to co-operate with the state 
medical society in its study of maternal deaths. 

At the banquet, Dr. A. J. Carlson of the Univer- 
sity of Chicago (see cut) spoke on “Civilization, 
Science, and the Future of Man.” Two hundred 
twenty persons attended. 

The first annual meeting of the Arizona chapter 
was held January 24-25 in Safford. Drs. William 
Moretz, John F. Waldo, and Emil Holmstrom, all 
from the University of Utah College of Medicine, 
presented scientific lectures during the two-day 
meeting. 

The Texas State Medical Journal carries the an- 
nouncement that the Texas chapter of the Academy 
has given $50 to each of the three chapters of the 
Student A.M.A. in Texas. Several Texas chapter 
members hit upon this gift idea as a public relations 
project for the Lone Star chapter, and suggest a 
similar gesture would be worth while in other states. 
Chapter members are also suggesting that each 
physician taking part in the preceptorship program 
in the state give his student-charge a year’s sub- 
scription to GP as a parting token. 

Academy president, Dr. R. B. Robins of Camden, 
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Enjoying a good joke before the Wisconsin chapter's 
annual banquet are (left to right) Dr. A. J. Carlson 
of Chicago, professor emeritus of physiology at the 
University of Chicago, who was the banquet speaker; 
Dr. Jerome W. Fons, the 1953 president of the Wis- 
consin chapter; Dr. Erwin C. Cary, the chapter's 
retiring president; and Dr. William S. Middleton, 
dean of the University of Wisconsin Medical School. 
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Ark., who was banquet speaker at the Delaware 
chapter’s first annual scientific session in Wilming- 
ton, told attending physicians that doctors must 
practice more public relations and take more inter- 
est in citizenship responsibilities. 

Delaware’s scientific program included lectures 
by Dr. O. Spurgeon English of Philadelphia, Dr. 
Louis A. Krause of Baltimore, Dr. Julius Pomeranze 
of New York, and Dr. Philip Thorek of Chicago. 

The “Road Shows” sponsored by the Indiana 
chapter are under way again and a full year of post- 
graduate programs are announced. The January 
meeting was in Lafayette with Dr. Fred Fitz of 
Chicago, appearing under the auspices of the In- 
diana Heart Foundation, and Dr. Bernard Rosenak 
of Indianapolis presenting heart and liver disease 
patients in an afternoon clinical session at St. 
Elizabeth’s Hospital. At the dinner meeting these 
two gave papers on heart and liver topics. 

The February meeting was held at Shelbyville 
with Drs. Maurice M. Best and Walter S. Coe of the 
University of Louisville as speakers. Terre Haute 
was the site of the March meeting held in co-opera- 
tion with the Academy of Medicine. The April ses- 
sion will be in Anderson. 

The annual meeting of the Indiana chapter will 


be April 15-16 in the Antlers Hotel in Indianapolis. 

Final organization of the new Southeastern 
(Minnesota) regional chapter took place December 
9 at Rochester. Nine members form the nucleus of 
this chapter. 

The congress of delegates of the New York chap- 
ter met in special session February 8 in Syracuse, 
N. Y. 

The Virginia chapter announces that a General 
Practice Section has been organized within the staff 
of the Mary Immaculate Hospital at Newport News. 
Previously the general practitioners on the River- 
side Hospital staff had effected such an organiza- 
tion, and it is anticipated that the new sections will 
combine and form a component chapter of the 
Academy. 

October 18-20 are the dates selected for North 
Carolina chapter’s annual meeting this year. It 
will be held in co-operation with the University of 
North Carolina Medical School. 

The deaths of Dr. Stanley F. Dwinell of Bradford, 
Vt. (president-elect of the Vermont chapter) and 
his three sons resulting from an automobile-train 
crash December 11 have been reported to the Head- 
quarters office. Dr. Dwinell, a charter member of 
the Vermont chapter and a past chapter vice-presi- 


WITH ACCESSORIES SHOWN ABOVE 
PLUS AN ALL METAL FOOT-STEP 


COMPARE FEATURES, PRICE, QUALITY— 
THEN ORDER OUR “PARAGON” TABLE 


“The Paragon” offers ultra-modern styl- 
ing, strength and rigidity. The top and 
leg-rest are adjustable. The seat has a 
perineal cut-out with removable filler that 
exposes the porcelain enameled drain re- 
ceptacle. Large drawer and compartment. 
A Mayo instrument tray, gynecological 
stirrups and a separate foot-step are all 
included. 

Finished in snow-white enamel with black 
trim. Upholstered in highest grade lea- 
therette. Top 23 inches by 52 inches, or 
70 inches with leg-rest extended. 
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MEDICAL-SURGICAL SUPPLIES 
SINCE 1837 


CINCINNATI 2, O. 
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HOFFMANN-LA ROCHE INC. 


PHARMACEUTICALS AND VITAMINS °* 


ROCHE PARK « NUTLEY 10 * NEW JERSEY * NUTLEY 2-S0C 


Dear Doctor: 


This is just a note to remind you of something that can be 
of real help to you in your practice -- Gantrisin ‘Roche.' 
This more soluble, single sulfonamide has an impressive 
clinical background -- OVER ONE HUNDRED REFERENCES in 
recent literature. 


Whether you use Gantrisin in pneumonia or tonsillitis, in 
bronchitis or otitis media, or in urinary infections, you 
will find it offers two significant advantages, 


First, Gantrisin is so soluble, even in acid urine, that 
it does not endanger normal kidney function, At the pH 
of kidney urine -- and that is where high solubility is 
needed -- Gantrisin is several times more soluble than 

other sulfonamides or sulfonamide mixtures. 


Secondly, Gantrisin has a wider antibacterial spectrum, 
Recent publications indicate that it may even be effective 
in patients who do not respond to antibiotics. 


You can now prescribe Gantrisin in a raspberry-flavored 
pediatric suspension, as well as in tablet and ampul form. 
Won't you try it? 


Sincerely, 


Thomas C, Fleming, M. D. 
Department of Clinical Research 


P, S. Not a single case of renal blocking has been reported. 
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dent, was also a chapter director and a delegate to 
the annual A.A.G.P. Assembly. 

The scientific program of the lowa chapter’s 
formal postgraduate course January 22 in Des 
Moines was presented by Dr. Walter J. Reich of 
Chicago and Dr. Mark L. Floyd of the University 
of Iowa Medical School. 

A symposium on obstetrics and pediatrics will be 
conducted by the New Hampshire chapter March 
11 at Veterans’ Hospital in Manchester. A lecture, 
sponsored by the Veterans’ Administration, will be 
given in the evening. Other postgraduate symposia 
were held January 14 and 20. 

An all-day symposium on geriatrics, under the 
sponsorship of the New Hampshire chapter and the 
New Hampshire Social Welfare Council, will be 
held in Concord, April 22. 

Minor surgical problems will be the topic of the 
seminar sponsored by the Southwestern Ohio So- 
ciety of General Physicians March 5 and March 12 
in Cincinnati. 

The fifth annual meeting of the Oklahoma chap- 
ter was held February 16-17 in Oklahoma City. 
Seven well known physicians presented scientific 
papers and all the wives and the public were invited 
to a seminar on family relations. The Academy’s 


Executive Secretary Mac F. Cahal was speaker at 
the banquet February 16. His topic was “The 
Public Is Your Patient.” 

Dr. A. A. Palow of Kankakee, IIl., is the new 
president of the Kankakee (IMinois) chapter of the 
Academy. Other officers are Dr. Donald Meier of 
St. Anne, vice-president, and Dr. Miriam Klein of 
Kankakee, secretary-treasurer. 

The Missouri chapter announces that its fifth 
annual meeting will be held October 28-29 in Jef- 
ferson City. 

Members of the Eastern Idaho chapter elected 
Dr. H. E. Guyett of Idaho Falls as their new presi- 
dent, and heard talks on new emphasis being placed 
on general practice study in medical schools at a 
recent meeting in Idaho Falls. Dr. John R. McMa- 
hon of Pocatello is the new vice-president, and Dr. 
P. Blair Ellsworth of Idaho Falls is the new secre- 
tary. Dr. Merrill Shaw and Dr. Loren Shroat, of 
Seattle, were guest speakers. 

Dr. Eldor C. Sailer was installed as president of 
the San Francisco (California) chapter at a recent 
meeting which was attended by 200 doctors and 
their wives. Other new officers are Dr. Donald 
Campbell, vice-president, and Dr. Lawrence Traun- 


er, secretary-treasurer. 


FOR EMPHASIS ON DEPENDABILITY 


Scientific attention to family planning is 
a privilege of modern woman. Vital in- 
volvements require adherence to proven 
Dependability. Since needs are indivi- 
dual, the physician plays an important 
part in supplying the correct contra- 
ceptive methods. The KOROMEX method* 
has a history of proven Dependability 
earned through many years of use. 


ACTIVE 
INGREDIENTS: 

BORIC ACID 2.0% 
OXYQUINOLIN 
BENZOATE 0.02% AND 
PHENYLMERCURIC 
ACETATE 0.02% 

IN SUITABLE 

JELLY OR 

CREAM BASES 


*We’ll be happy to send 
literature on request. 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. * 
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145 HUDSON STREET, NEW YORK 13, N. Y. 


* MERLE L. YOUNGS, PRESIDENT 
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valor” by th use 


METHAMPHETAMINE HYDROCHLORIDE, McNEIL 


Syndrox.can to the patient's will power : 


‘ bottles of 100 Also available in 
| ants | a pleasant-tasting elixir (color amber); 
a = each 30 cc. (1 fl. oz.) containing 20 mg.— - 
medica pints and gallons. Samples on request. 


; 
E 
réstlt-of menus necessarily low in Carbonvdrates. 
: 
PHILADELPHIA 32, PENNSYLVANIA. 


Make Mull-Soy your first choice when establishing a hypoallergenic diet. Here i high 
content of unsaturated fatty acids, also essential nutritional requirements, of iia 
fat, carbohydrate and minerals. Mull-Soy contains no animal protein, 


*Clein, Norman W.. Cow's Milk Allergy in isfants, Ann. Allergy #195 1981 


EASY — To prescribe 
= —To take —To digest 
® 
a liquid, homogenized, vacuum packed 


food for all patients allergic ho milk 
The Borden Company, Prescription Products Division, 350 Madison Ave., N. ¥. 
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me for Mull-Soy Proven food for infants allergic to mille . Bae 
Case history: 140 infants allergic to milk® aa 
i 
Symptoms: Vomiting, eczema, colig, 
Results: Almost immediate By 
eliminating milk and switeh= 
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Chior o-5ul vaginal suppositories 


In Vaginal and Cervical Infections, Post-Partum and Gynecological Surgery 


Minimize Pain and Discomfort 
Promote Healing 


Prevent and Control infection 
Maintain Normal Acidity 


Each Suppository Contains: 


Chiorophyil (Oil Soluble) |... 0.24 gr. 

Sulfacetamide ......... 2.0 grs. 


4 
j 

: 

Methyl Parahydroxybenzoate .... 0.1 gr. 
> 
ig Literature on Request. 
: 
: 
| 
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A 
The Columbus Ph hi 

ee e Columbus Pharmacal Co., Columbus 15, Ohio 


BARBITURATE 

ULATIVE 
TASTELESS 
ODORLESS 


MEDICAL MFG. CO 


Restful sleep - witho angover — 


Kymograph record 
shows normal contrac- 
tions of rabbit jejunum in 
100 cc. Tyrode’s solution. 


Adding 0.5 cc. of EMETROL 
immediately reduces rate 


and amplitude of muscle 


GP « March, 1953 


Replacing EMETROL with 
fresh Tyrode’s solution 
causes resumption of nor- 
mal contractions. 


* 


With 1.0 cc. of EMETROL, 
inhibition is even more 
marked. 


Contraction virtually 
ceases with 1.5 cc. of 
EMETROL. 


this is why 


EMETROL 


controls epidemic vomiting 


physiologically 


EMETROL (Phosphorated Carbohydrate 
Solution) permits effective physiologic 
control of functional nausea and vomit- 
ing—without recourse to drugs. 

Thus EMETROL can be given safely—by 
teaspoonfuls to children, tablespoonfuls 
to adults—every 15 minutes until vomit- 
ing ceases. 

IMPORTANT: EMETROL is always 
given undiluted. No fluids of any kind 
should be taken for at least 15 minutes 
after taking EMETROL. 

INDICATIONS: Nausea and vomiting 
resulting from functional disturbances, 
acute infectious gastroenteritis or intes- 
tinal “flu,” pregnancy, motion sickness, 
and administration of drugs or 
anesthesia. 

SUPPLIED: Bottles of 3 fl.oz. and 16 
fl.oz., at all pharmacies. 


SAMPLES AND LITERATURE 
TO PHYSICIANS ON REQUEST 


KINNEY & COMPANY 
COLUMBUS, INDIANA 
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The Physician’s Antacid ...Why? 


When a physician needs an ant- 
acid, what is his personal choice? 

We know, from daily contact 
with thousands of physicians from 
coast to coast, that a great number 
use Gelusil personally and for their 
families. Our professional service 
records show that many doctors 
have used it for years for hyper- 
acidity and related gastrointestinal 
disturbances. 

Why? 

They can have their pick of ant- 
acids, yet they use Gelusil. A phy- 


sician, like his patients, demands 
effectiveness without side effects. 

He gets this with Gelusil — fast, 
lasting relief from each dose, and 
no trouble with constipation or 
other aberrations, even with pro- 
longed use. Its palatable flavor is 
refreshing and always acceptable. 

An ever-larger group of doctors 
and their patients agree on Gelusil. 
Each year the usage of Gelusil in- 
creases substantially. 


WARNER-CHILCOTT LABORATORIES 
Division of Warner-Hudnut, Inc., 
New York 11, N. Y. 


Prescribe Gelustl WARNER 
® 


THE PERSONAL ANTACID OF MANY PHYSICIANS BY PERSONAL PREFERENCE 
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Still the picture of happiness... 


right through the menopause 


on oral estrogen therapy that imparts No Odor or After-Odor, No Taste or Aftertaste 


| no other single development has provided more 
dramatic encouragement for women in the menopause 
than oral estrogen therapy. 

In SuLEsTREX, you have a preparation representing a 
marked advance in this field: A stable, absolutely pure, 
water-soluble crystalline salt which yields the natural es- 
trogen, estrone, upon absorption. 

Because SuLEsTREX is standardized chemically, its effec- 
tiveness is known with certainty. It is not a mixture of 
estrogens, nor does it contain any inactive steroids or 


1. Perloff, Wm. H. (1951), 
Treatment of the Menopause. 
II. Amer. J. Obst. & Gynec., 
61:670, March. 2. Reich, W. J., 
et al. (1952), A Recent 
Advance in Estrogenic 
Therapy. II. Amer. J. Obst. & 
Gynec., 64:174, July. 


uriniferous ingredients. You may expect prompt, com- 
plete relief of symptoms . . . “with an extremely low in- 
cidence of nausea.””" 

Reich and associates,” on the basis of recent continuing 
studies, report that SULESTREX is “ 


oral estrogenic substance, easy to administer, and ex- 


...a clinically effective 


tremely well tolerated. Its action is accompanied with an 
amazingly low incidence of side reactions.” 


Give SuLEsTREX with this confidence: You 
can’t prescribe a more effective oral estrogen. Obbott 


Piperazine Tablets 


1-12-53 


(PIPERAZINE ESTRONE SULFATE, ABBOTT) 


ROBERT PHiLiPe 
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ctor one to four weeks 


@ @ 


eeevnee e After treating 400 patients with SELsun Sulfide Suspension, 


eeeeee clinical investigators!-?-3 reported: 
@ 

@ 

e® ¢ 6 a 2. Control of common dandruff (mild seborrhea) in 92 to 95 percent of cases. 
@e csc 

2:2 @8 8@ @ 
@ 

o ee ® Patient cooperation is assured because results are encouraging, and because 


1. Complete control of seborrheic dermatitis of the scalp 


in 81 to 87 percent of all cases. 


3. Scaling checked for one to four weeks; itching and 


burning alleviated after two or three applications. 


6 ° SELSUN is simple and pleasant to use. Applied and rinsed out during the patient’s 
regular hair-washing routine, it takes little time, involves no messy ointments. 
Simple directions now appear on the label. Toxicity studies':? showed SELsuN 
to have no ill effects when used externally as recommended. SELSUN is 
supplied by pharmacies in 4-fluidounce bottles, 
dispensed only on a physician’s prescription. Abbott 


prescribe FE L S U N 


SULFIDE 


(SELENIUM SULFIDE, ABBOTT) 
1. Slinger, W. N., and Hubbard, D. M. (1951), Arch. Dermat. & Syph., 64:41, July. 
2. Slepyan, A. H. (1952), Idid., 65:228, February. 
3. Ruch, D. M. (1951), Communication to Abbott Laboratories. 1-110-53 
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digitaline 


original pure crystalline digitoxin 


for dependable digitalization 
for smooth, even maintenance 


e constant, unvarying potency 


complete absorption 


Send tor brochure: “Modern Digitalis Therapy “ Clinical sample on request. 


VARICK puarmacat company, Inc. 
(Division of E. Fougera & Co., Inc.) 
75 Varick Street, New York 13, N. ¥. 
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For Body Growth 


Protein not only helps feed the machine 
of the growing child but is itself the machin- 
ery. An abundance of protein both for body 
growth as well as for blood, enzyme and hor- 
mone synthesis is a primary requirement in 
childhood. While carbohydrate and fat may 
be stored in the organism, protein must be 
taken in daily to maintain the structural mass 
of tissue. 


Abundant Energy 


The daily diet must contain the so-called 


“ essential amino acids as first shown by Os- 


borne and Mendel” and more precisely de- 
fined by Rose.‘?) Once the essential amino 
acids are furnished, the remaining ones may 
be taken in abundance from other protein 
sources to insure full growth and create 
abundant energy. 


to send |oa# ures on diets of Dia- 
betes, Colitis, Peptic Ulcer . . . Low 
Salt, Reducing, Liquid and Soft Diets. 
KNOX GELATINE, JOHNSTOWN, N. Y. 
Dept. GP 
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Easy to Digest 


Knox Gelatine is an excellent protein 
supplement, easy to digest and administer, 
and non-allergenic. It may be prepared in a 
variety of ways from Knox Gelatine Drink 
to delicious salads and desserts. 


High Dynamic Action 


Gelatine in the form of gelatinized milk 
has been found a valuable protein supplement 
helpful in allergies, celiac disease, colic and 
to increase the digestibility of the milk for- 
mula.) Its high specific dynamic action“ 
which spares essential amino acids and fur- 
nishes amino acids for the continuous dynam- 
ic exchange of nitrogen in the tissue“ helps 
the child to maintain the normal body heat. 
Furthermore, it contains an abundance of im- 
portant glycine and proline necessary for 
hemoglobin formation. 

1 Osborne, T.B. and Mendel, L.B., J. Biol. Chem. 17:325, 1914. 


2 Rose, W.C., Physiol. Rev. 18:109, 1938. 

3 Wolpe, Leon Z. and Silverstone, Paul C., J. Pediat. 21:635, 
1942. 

4 Lusk, G., J. Nutrition 3:519, 1931. Borsook, H., Biol. Rev. 
11:147, 1936. 

5 Schoenheimer, R., Ratner, S., and Rittenberg, D., J. Biol. 
Chem., 127:333, 1939 and 130:703, 1939. 


Available at grocery stores in 4-envelope family size and 
32-envelope economy size packages. 


KNOX GELATINE 


All Protein 


No Sugar 
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How this Man Helps Protect Your 
Recommendation of Carnation 


HE’S A CARNATION FIELD MAN...a skilled animal husbandry 
specialist. As an expert guardian of Carnation quality, he 
makes periodic inspections of dairy farms that supply 
milk to Carnation plants. He checks herds, equipment, 
sanitary conditions...rejects milk that fails to meet Car- 
nation’s high standards. In this way he, and 150 others 
like him, help protect your recommendation of Carnation. 


Carnation Gives Your Recommendation This 
5-WAY PROTECTION 


1. Carnation constantly improves the raw milk supply. Cattle from 
world champion Carnation bloodlines are distributed to dairy 
farmers throughout the country to improve the quality of the 
milk supplied to Carnation evaporating plants. 

2. Carnation processes ALL milk sold under the Carnation label. 
From cow to can it is processed with prescription accuracy in 
Carnation’s own plants under its own supervision. 

3. Carnation quality control continues even AFTER the milk leaves 
the plant. To be sure of freshness and highest quality, Carnation 


salesmen use a special code control in making frequent inspec- 
tions of dealers’ stocks. 


4. Carnation Milk is everywhere. Mothers can get Carnation Milk 
wherever they travel...in virtually every grocery store in 
every town in America. 

5. Carnation accepts only high quality milk for processing. This 


quality is assured through the vigilance of such Carnation Field 
Men as the man above. 


“The Milk Every Doctor Knows” Se 


DOUBLE-RICH in the 
values of whole milk 
FORTIFIED with 400 units 

of vitamin D per pint 
-HEAT-REFINED for ea 
digestibility 
STERILIZED in the sealed 
can for complete safety 


“from Contented Cows” 
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particularly effective against 


Experimental and clinical studies 
indicate Magnamycin is 


exceptionally well tolerated 


Now available 


Magnamycin Sugar Coated Tablets (100 mg.) 
Bottles of 25 and 100 


ANTIBIOTIC DIVISION 


_ 
| 
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pericillin 


STAPHYLOCOCCI 
ENTEROCOCCI 
AND OTHER 
STREPTOCOCCI 


— 
/ 


Occasionally a patient may ask, “Why is FELSOL in powder form?” 
For good reason FELSOL has steadily maintained a powder form dosage, 


despite the current demand for tablets and capsules. 

Recent studies* emphasize why there is more pharmaceutical sense than 
meets the eye in powder form medication ...a simple, physical fact so obvious 
that its significance sometimes escapes the casual observer. The principle 
demonstrated is simply this: in any given medicine, the smaller the particle 
size, the greater the rate of absorption because of increased surface area. 
Having a larger surface area, medicinal ingredients in powder form display 
higher solution rates and more effective activity. 

Since prompt action is of the essence in symptomatic treatment of ASTHMA, 
HAY FEVER, and other bronchial allergic disease states, FELSOL in finely 
ground powder form insures quick and complete absorption. 


Gratifying relief from distressing respiratory and related symptoms thus 
comes swiftly and surely. 


This is the reason for FELSOL powders. 


*J. V. SWINTOSKY, S. RIEGELMAN, 
T. HIGUCHI, AND L. W. BUSSE, 
JOURNAL OF THE AMERICAN 


PHARMACEUTICAL ASSOC. 38,6: 
308-13, JUNE, 1949. 


Each powder weighs 1 gm. and contains: 
Antipyrine — 0.86 
lodopyrine 
Citrated Caffeine -——0.100 


Professional samples and literature gladly sent upon request. 
AMERICAN FELSOL COMPANY + LORAIN, OHIO 
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. Olfactory nerve 


. Anterior ethmoidal 
artery 


. Ophthalmic nerve 

. Maxillary nerve 

. Sphenopalatine ganglion 
. Anterior, middle & 
posterior superior 
alveolar nerves 

- Maxillary lymph nodes 
Anterior palatine nerve 
Great palatine artery 


Buccinator lymph nodes 
Lingual nerve 


. Inferior alveolar nerve 


& artery 


. Lingual artery & vein 

. Mylohyoid nerve & artery 

. Supr dibul lym 
nodes a 


. Submental lymph nodes 
- Submaxillary lymph 
nodes 


Trachea 


. Sensory root of trigeminal 


nerve 


. Motor root of trigeminal 


nerve 


Superficial temporal 
artery & vein 


. Mandibular nerve 

. Sphenopalatine artery 

. Internal maxillary artery 
. Parotid lymph nodes 

. External carotid artery 


. Pterygoid venous plexus 


. Oropharynx 
. Anterior & posterior 


facial veins 


. External maxillary 


artery 


. Hypoglossal nerve 

. Vagus nerve 

. External jugular vein 
. Internal carotid artery 
. Esophagus 

. Internal jugular vein 


This is one of a series of paintings by Paul Peck, illustrating the anatomy of various organs and 
tissues of the body which are frequently attacked by infection, where aureomycin may prove useful. 


1 AE 

20 

5 14 
23 32 
16 24 33 

7 17 25 

8 26 5 


When infections in the mouth are 
Serious, eguently they wi ll respond to 


ureomycin 


HYDROCHLORIDE CRYSTALLINE 


C Literature available on reguest- 


LEDERLE LABORATORIES DIVISION 


AMERICAN Ganamid COMPANY 


30 ROCKEFELLER PLAZA, NEW YORK 20, N.Y. 


ee 
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in preventive geriatrics 


“MEDIATRIC” CAPSULES 


steroid-nutritional compound 
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ibe 
“‘Mediatric”’ Capsule contains: 
Thiamine HCI (B,). . . . mg. 
Brewers’ yeast (specially processed) . . .200.0 mg. 
AYERST, McKENNA & HARRISON LIMITED 
~ 


for fi 


lumbosacral suppor 


FACTORIES: Windsor, Ont.; London, England 
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‘CODEMPIRAL’ 


HIGH LEVEL ANALGESIA 


with MILD SEDATION 


‘CODEMPIRAL’ 


0 D EM RAL’ 
To relieve PAIN associated with 
ANXIETY 2nd TENSION 


JEUEL 


‘CODEMPIRAL’ 


‘CODEMPIRAL’ 


Each capsule contains: 


Codeine Phosphate gr. “CODEMPIRAL’ 
Phenobarbital gr.% 


Acetophenetidin gr.2% 
Aspirin gr.3% 


Bottles of 100 


Subject to Federal Narcotic Law 


*CODEMPIRAL’ 


‘CODEMPIRAL’ 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
Tuckahoe 7, New York 
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ACETATE 


CORTISONE ACETATE, MERCK) 


The many 


indications for = 
0 
CorTONE highlight 
12 E 


therapeutic 


| IE 


Primary Site of Pathology and Indications 


everyday practice 


1, EYE—Inflammatory eye disease. 2. NOSE—Intractable hay fever. 3. LARYNX—Laryngeal 
edema (allergic). 4. BRONCHI—Intractable bronchial asthma. 5. LUNG W— Sarcoidosis. 
6. HEART—Acute rheumatic fever with carditis. 7. BONES AND JOINTS—Rheumatoid 
arthritis; Rheumatoid spondylitis; Acute gouty arthritis; Still’s Disease; Psoriatic arthritis. 
8. SKIN AND CONNECTIVE TISSUE—Pemphigus; Exfoliative dermatitis; Atopic dermatitis; 
Disseminated lupus erythematosus; Scleroderma (early); Dermatomyositis; Poison Ivy. 
9. ADRENAL GLAND—Congenital adrenal hyperplasia; Addison’s Disease; Adrenalectomy 
for hypertension, Cushing’s Syndrome, and neoplastic diseases. 10. BLOOD, BONE MAR- 
ROW, AND SPLEEN—Allergic purpura; Acute leukemiat (lymphocytic or granulocytic); 
Chronic lymphatic leukemia.t 11. LYMPH NODES—Lymphosarcomat; Hodgkin’s Diseaset. 
12. ARTERIES AND CONNECTIVE TISSUE—Periarteritis nodosa (early). 13. KIDNEY— 
Nephrotic Syndrome, without uremia (to induce withdrawal diuresis). 14. VARIOUS TISSUES 
—Sarcoidosis ; Angioneurotic edema; Drug sensitization; Serum sickness; Waterhouse-Frider- 
ichsen Syndrome. 


{Transient beneficial effects. 


4 


CorTone is the registered 
trade-mark of Merck & Co., 
Inc. for its brand of cortisone. 


MERCK & CO., Inc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 
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thyrar is the entirely new, bovine thyroid 


preparation with “isothermic processing” 
as the key to superior product uniform- 
ity. Positive isothermic control at every 
step in manufacture and exclusive use 
of bovine thyroid glands “quick-frozen” 
at the time of removal from the animal 
provide a new, whole-gland prepara- 
tion of highest purity with distinct clinical 


advantages. 


ARMOUR 


ADVANTAGES OF *thyrar 


® Greater uniformity 
© Complete efficacy of the whole gland 
® Elimination of unwanted organic matter 


® Chemically assayed and biologically 
tested 


® Standardized equivalent to Thyroid U.S.P. 
Tasteless 
® New, small-size offers greater patient 


convenience 


HOW SUPPLIED: Tablets of 2, 1 and 2 grains 
in bottles of 100 and 1000. 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY e CHICAGO 11, ILLINOIS 


abet, 


PHYSIOLOGIC THERAPEUTICS THROUGH BIORESEARCH 


GP e March, 1953 165 


| The Premier Thyroid Product Exclusively Prepared | 


When supernatural divining located oil 


Hisrory records 1859 as the be- 
ginning of the commercial oil in- 
dustry in the United States. Pros- 
pectors, for lack of more scientific 
methods, resorted to supernatural 
divining to locate oil deposits. 


In this era very little oil was 
needed and divining with peach 
twigs or “oil witch” was one of the 
popular methods. As demand in- 
creased, prospectors resorted to 
other methods. They drilled in areas 
that resembled oil-producing areas, 
along river beds or for no other 
reason than a strong hunch that 
oil was present. 


It was thirteen years prior to this 


romantic oil era that our founders, 
Dr. Austin Church and John 
Dwight, introduced baking soda to 
the Western hemisphere. 

Since 1846 physicians have pre- 
scribed bicarbonate of soda for in- 
ternal and external maladies. It is 
U.S.P. Bicarbonate of Soda and 
recognized by the Council on Phar- 
macy and Chemistry of the Amer- 
ican Medical Association. 

Free children’s storybooks. 
We would like to send you chil- 
dren’s storybooks for your waiting 
room. They are approved by lead- 
ing educators. Just write to us at 
the address below. 


CHURCH & DWIGHT CO., INC. ‘gal 


10 Cedar Street * 


BUSINESS ESTABLISHED IN 1846 


New York 5, N. Y. ' 
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DESIGNED 


for easy insertion and retention 


FORMULATED 


for prompt relief 


DEMONSTRATED 


effectiveness and safety 


Hemorrhoidal Suppositories” 


Also availabie: 


'WYANOID OINTMENT 


- tubes of 1 ounce, with rectal applicator 
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prolonged 
relief 
from 


congestion 
within 
2 minutes 
with 


2 drops 


® 
Pe e hydrochloride 0.05 % 


(BRAND OF NAPHAZOLINE HYDROCHLORIDE) 


potent, prompt-acting 
Privine is a virtually 
nonirritating 

nasal vasoconstrictor 
which can be administered 
to children as well 

as adults. 


2/ 1835™ CGiba Summit, N. J. 
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is his shipmate 


p a taste of fresh air and exercise, and his keyed-up appetite 
spells doom for his diet. Unless, of course, you prescribe DEsoxyN 


Hydrochloride to stimulate motor activity and depress appetite. 
Smaller dosages of DEsoxyN produce the desired central effect with 
quicker action because DESOXYN is more potent than other 
sympathomimetic amines. With DEsoxyN you also achieve a longer 
effect with minimal side effects. One 2.5-mg. or 5-mg. tablet before 
breakfast and another before lunch usually suffice. Prescribe 
DEsoxyN in obesity, in depressive states associated with the 
menopause, prolonged illness or convalescence—in 
all conditions where a central stimulant is desired. Abbott 


prescribe 
DESOXYN 
dosage 


Hydrochloride 


(Methamphetamine Hydrochloride, Abbott) 


“Cte 
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rely on the ESKACILLINS® 


the palatable liquid penicillin preparations for oral use 


Because they are readily soluble in gastric juice, the ‘Eskacillins’ are 
more rapidly absorbed than are the newer, highly insoluble salts of penicillin’ 


such as benzethacil. Consequently, you obtain far higher blood levels 


with the ‘Eskacillins’. 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
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A comparison of the average serum 
concentrations in the same patients (averages of a series of patients, oral fasting) 
after a single oral dose... 


‘Eskacillin’ vs. one of the newer, highly insoluble penicillin salts 


1.4 =‘Eskacillin’, 300,000 units 


13 Benzethacil, 300,000 units 


concentration of penicillin in blood, UNITS/CC. OF SERUM 


Source: Foltz, E.L., and Schimmel, N.H.: Antibiotics & Chemotherapy, to be published. 


per teaspoonful the ‘Eskacillins’ 


‘Eskacillin 50’ 50,000 units potassium penicillin G 
‘Eskacillin 100’ 100,000 units potassium penicillin G 
‘Eskacillin 250’ 250,000 units procaine penicillin G 
“a ‘Eskacillin 500’ 500,000 units procaine penicillin G 
i ‘Eskacillin 100-Sulfas’ 100,000 units potassium penicillin G plus 0.5 Gm. 
of three sulfonamides (sulfadiazine, sulfamerazine, 
sulfamethazine) 
‘Eskacillin 250-Sulfas’ 250,000 units procaine penicillin G plus 0.5 Gm. 
of three sulfonamides (sulfadiazine, sulfamerazine, 
sulfamethazine) 


3 1.1 = 

1.0 =. 

hours 1 2 3 4 6 7 8 


NG @ RE 


 COUNCILON 
PHARMACY 


ano 
CHEMISTRY 


Brand of Promethestrol Dipropionate, N.N.R. 


DIPROPIONATE 


for the menopause # 


< 


w 
*LL-BEING » RESTORES 


Potent oral estrogen 
Prompt uniform action 
Minimal side effects 
No unpleasant breath odors 
Economical 


SUPPLIED: One convenient strength only— 
designed for simple dosage schedule—1 mg. 
tablets in boxes of 30, 100, 500 and 1000, 


individually cellophane wrapped. 


ree ees F Oo F @ D & Cc ARN RI 
JERSEY CITY 6, N. J. 


A trusted name since 1860 
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mixed 


surface 


infections... 


Each gram contains 5 mg. neo- 
mycin sulfate (equivalent to 3.5 
mg. neomycin base). 


& 
Available: Ointment in % oz. 
and | oz. tubes, and 4 oz. jars. M Oli 
Reg. U.S. Pat. a, CREAM OR 


Cream in !% oz. tubes. 
Trademark 


The Upjohn Company, Kalamazoo, Michigan OINTMENT 
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ICE CREAM has five characteristics which star it as a 
food of high nutritional value: nutrient contribution .. . 
acceptability . . . completeness of digestion . . . 
efficiency of nutrient utilization . .. and 
adaptability to many types of diets. 

Ice cream supplies energy, protein, calcium, 
riboflavin, vitamin A, and all other 
nutrients occuring in milk.! 

Ice cream is popular with all—an 
important nutritional fact. Regardless of 
its nutrients, a food has no value 
unless it is eaten, and the nutrients 
used by the body. 

Laboratory studies show ice cream 
is completely digested . . . its nutrients 
are readily available to the body.?* 

The nutrients of ice cream are well 
utilized . . . milk protein, because of its 
desirable ratio of amino acids; the 
natural vitamin A, because it is 
preformed; the riboflavin, because it 
has been shown to be 100 per cent 
available to the body. No source 
of calcium is better utilized 
than that in milk. 

Ice Cream is valuable for everyday use 
by healthy people—and for therapeutic 
and convalescent diets, where energy value 
and body-building nutrients are needed 
in an easy-to-eat, readily digested form. 

Ice cream is a good food, good for all. 


Dahlberg, A. C. and Loosli, J. K.: Nutritive value 

of commercial ice cream. J. Am. Diet. Assn. 

24:20 (Jan.) 1948. 

2Everson, G., Pearson, E., and Matteson, R.: Biological 

availability of certain foods as sources of riboflavin. 

J. Nutr. 46:45 (Jan.) 1952. 

3Everson, G., Wheeler, E., Walker, H., and Caulfield, 

W. J.: Availability of riboflavin of ice cream, peas, and z 

almonds, judged by urinary excretion of the vitamin es ae 
by women subjects. J. Nutr. 35:209 (Feb.) 1948. 


: 
> 
———— 


This seal indicates that all nutrition statements 7-9 Your Old Child 


in the advertisement have been found acceptable : 
by the Council on Foods and Nutrition Moderately Active Man 
of the American Medical Association. 


Percent contribution of one serving (1/6 qt.) vanilla ice cream to daily needs for some nutrients. 


CALCIUM RIBOFLAVIN PROTEIN 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET * CHICAGO 6, ILLINOIS 


Since 1915...the National Dairy Council,a non-profit organization, has been devoted 
to nutrition research and education to extend the use of dairy products. 
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0 MORE EFFECTIVE, a 
EASIER TO ADMINISTER 


Give YOUR patients... 


VEF MAXIMAL comfort and satisfaction. 
SYMBOL OF DEPENDABILITY AND PERFORMANCE | POSITIVE therapeutic advantages. 


IN 
ELECTROMEDICAL APPARATUS THESE COME WITH EVERY 


Model SW660 DIATHERMY 
uocsy THE LIEBEL-FLARSHEIM COMPANY 


CINCINNATI 15, OHIO 
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VASODILATION. 
gr. MANNITOL HEXANITRATE 
permits slow fall of systolic 
pressure of 30-40 Mm. Hg. for 
period lasting 240-360 minutes 


© Would you like additional information and samples? Write to: 
The S. E. MASSENGILL Company Bristol, Tennessee 


New York 


San Francisco 


Kansas City 
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Can FUNCTIONAL G. I. SPASM 
be relieved... without 


“BELLADONNA BACKFIRE”? 


YES! 


More and more published clinical studies continue 
to prove that BENTYL provides effective relief from 
pain, cramps and general discomfort due to func- 
tional G.I. spasm . . . without “‘belladonna backfire.” 


SAFE, DOUBLE-SPASMOLYSIS 


Prescription ph eutie s for 125 years 
New York © CINCINNATI! St Thomas, Ont, 


Trade-mark ‘‘Bentyl’’ Hydrochloride 


Each capsule or teaspoonful syrup contains: 


when sedation is desired 


DOSAGE: 
Adults—2 capsules or 2 teaspoonfuls syrup 3 times daily, 
before or after meals. If necessary repeat dose at bedtime. 
In Infant Colic-—% to 1 teaspoonful syrup 3 times daily 
before feeding. 
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Another product of ressurch by 

WITH PHENOBARBITAL. ....15 mg. 


KOLANTYL INCLUDES THE IMPORTANT 4th FACTOR 


1. A SUPERIOR ANTACID COMBINATION (magnesium oxide and aluminum hydroxide, 


also a specific antipeptic) . 


2. A SUPERIOR DEMULCENT (methylcellulose, a synthetic mucin) . 


3. A SUPERIOR ANTISPASMODIC (BENTYL Hydrochloride) which provides direct 
smooth muscle and parasympathetic depressant qualities without “belladonna 


backfire.” 


4, INACTIVATION OF LYSOZYME—Laboratory research and clinical studies!.2 indicate 
that lysozyme plays an important role as one of the etiologic agents of peptic ulcer. 
By inhibiting or inactivating lysozyme with sodium lauryl sulfate, KOLANTYL 
includes the important 4th factor toward more complete control of peptic ulcer. 


KOLANTYL 


DOSAGE: 2 Kolantyl tablets or 2 to 4 teaspoonfuls of 
Kolantyl Gel every 3 hours as needed for relief. 


1. Hufford, A. R., Rev. of Gastroenterology, 18:588, 1951 
2. Miller, B. N., J. So. Carolina M. A., 48:1, 1952 


TRADE-MARKS ‘“‘KOLANTYL,”” “BENTYL” 


Now you can add the 


“MISSING FOURTH” 
in peptic ulcer therapy 


Mew York CINCINNATI St. Thomas, Ont. 
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Excellent results are being obtained with 
Furacin Nasal in cases of acute and chronic 
sinusitis and rhinitis. It is being administered 
by dropper, atomizer, cannula or the 
displacement technic. 


Even those notoriously refractory conditions: 
atrophic rhinitis and ozena* show marked 


benefits from Furacin therapy. 
* Thornell, W. C.: Arch. Otolaryng. 52:96 (July) 1950. 


REASONS FOR EFFECTIVENESS OF FURACIN... 


A wide antibacterial spectrum, including many 
gram-negative and gram-positive organisms * 
Effectiveness in the presence of wound exudates ¢ 
Lack of cytotoxicity: no interference with healing, 
phagocytosis or ciliary action * Water-miscible 
vehicles which dissolve in exudates * Low incidence 
of sensitization + Ability to minimize 

malodor of infected lesions * Stability. 

Furacin Nasal plain contains Furacin® 0.02% brand 
of nitrofurazone N.N.R. in an isosmotic, aqueous 
vehicle. 


Furacin Nasal with ephedrine contains, in 
addition, ephedrine * HCl 1%. 


Literature on request 
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EDIOL 


TRADEMARK 


[ORAL FAT EMULSION SCHENLEY ] 


A highly palatable emulsion 
containing 50 percent coconut 
oil and 12% percent sucrose, 
useful whenever caloric intake 
must be increased without 
undue increase in bulk. 


Delicious alone, or when taken 
with milk and other fluids, 
semisolid foods, and desserts. 


EDIOL* furnishes 600 calories 
daily, when taken as 2 table- 
spoonfuls q.i.d. The unusually 
small particle size of EDIOL 
(average, 1 micron) favors easy 
digestion, rapid assimilation. 


For children, or where fat 
tolerance is a problem, small 
initial dosage may be pre- 
scribed, then increased to the 
level of individual capacity. 


Available through all phar- 
macies, in bottles of 16 fl.oz. 


SCHENLEY LABORATORIES, INC. 
LAWRENCEBURG 


INDIANA 


*Trademark of Schenley Laboratories, Inc. 
©Schenley Laboratories, Inc. 


strength... gain appetite.:.— 


GROUP PLAN 


PROFESSIONAL MEN’S INSURANCE AGENCY 
SUITE 1507 3615 OLIVE ST. 


SH. Louis 6, Mo. 


If your present disability policies would be ‘spread too thin' to cover the 
operating expenses of your home and your office (plus the dollars spent at 
the hospital), the AAGP Group Plan is ready and able to help make up the 
difference. 


The Group Plan gives you a lot of protection for the money. It gives youa 
lot of protection — maybe all you need — for the ‘probabilities’ of disability. 
For instance, did you know that 99.93% of all disablements end within two 
years by cure, or death? 


The 1952 model is 33 1/3% bigger, and 100% better. 33 1/3% bigger in that 
it offers a top of $100. weekly benefit to men enrolling before completing their 
sixtieth year. 100% better in that it doubles your benefits while you are in the 
hospital (whether you pay a bill there or not), for as long as ten weeks. 


As always, it recognizes that it is the referrals that cost you money when you 
break a bone or dislocate a joint, not the actual loss of time from the office. 
So, in all those injuries, it prescribes a minimuwin benefit shall be yours — 
$600.00 (on Plan AA) for a fractured forearm — to help overcome YOUR 
LOSS THROUGH REFERRALS. AGP design for a GP problem! 


Professional Men's Insurance Agency 
3615 Olive Street, Suite 1507, St. Louis 8, Missouri 


I am interested in learning more about the AAGP Group Plan. 


(Please describe any exceptions in good health. ) 


Address 


Zone___._ State 
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notably effective 
well tolerated 
broad spectrum antibiotic 


Chloromycetin 


in the pneumonias 


Highly effective in a wide range of bacterial, 
rickettsial, and viral pneumonias, CHLORO- 
MYCETIN (chloramphenicol, Parke-Davis ) is par- 
ticularly valuable in mixed infections and where 
the causative agent is not easily ascertained. 


Unusually active against staphylococci, CHLORO- 
MYCETIN reduces the likelihood of broncho- 
pulmonary staphylococcal superinfection, an in- 
creasingly common complication. 

Chloromycetin is rapid in producing deferves- 
cence and recovery, according to recent com- 
parative studies. 


Chloromycetin (chloramphenicol, Parke-Davis) is available in a variety of 
forms, including: Chloromycetin Kapseals,® 250 mg., bottles of 16 and 100. 


Exceptionally well tolerated, CHLOROMYCETIN 
is noted for the infrequent occurrence of even 
mild gastrointestinal and other side effects. 


Serious blood disorders following its use are 
rare. However, it is a potent therapeutic agent, 
and should not be used indiscriminately or for 
minor infections — and, as with certain other 
drugs, adequate blood studies should be made 
when the patient requires prolonged or inter- 
mittent therapy. 


Chloromycetin Capsules, 100 mg., bottles of 25 and 100. Chloromycetin 
Capsules, 50 mg., bottles of 25 and 100. Chloromycetin Ophthalmic 
Ointment, 1%, %-ounce collapsible tubes. Chloromycetin Ophthalmic, 


25 mg. dry powder for solution, individual vials with droppers. 


‘ 
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_ de gustibus... 


By direct appeal to the palate, DIASAL enlists the willing cooperation 

of patients on low-sodium diets. Its exceptionally high 

taste-equivalence to table salt is matched by close resemblance 

in other properties! — DIASAL looks, pours and otherwise 

behaves like sodium chloride at the table and in the kitchen. 

, Containing chiefly potassium chloride (plus glutamic acid 

and inert excipients), DIASAL is free from sodium, lithium and ammonium. 
“It is accordingly safe to prescribe for prolonged and 

liberal use. DIASAL also serves as a prophylactic against the 

potassium depletion which may accompany low-sodium dieting.” 


DIASAL 


seasons food like salt safely 


a 


packaging: available in 2-oz. shakers and 8-oz. bottles. 


Samples and low-sodium-diet sheets for your patients available on request to Professional Service Department. 


== FOUGERA == E. FOUGERA & COMPANY, INC. 


. 75 VARICK STREET, NEW YORK 13, N.Y. 


1. Rimmerman, A. B., and others: A Comparative Study of Sodium-free Salt Substitutes, 
Am. Pract. & Digest Treat. 2: 168, 1951. 


2. Fremont, R. E., and others: Postgrad. Med. 10:216, 1951. 
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For superior radiographic results, y 
follow this simple rule: 


Use ~~ His goal is exactitude... 
Kodak Blue Brand 


X-ray Film Whether at home, absorbed in his hobby, or at his office, 
busy with patients, the radiologist is concerned with every 
detail. He demands accuracy, exactitude. 


a Expose with 
Kodak Contact X-ray That’s why, without a doubt, he requires the finest, 
Screens (THREE TYPES) most advanced equipment, the most responsive and re- 


liable x-ray film, the most uniform and effective processing 
chemicals. And that’s the reason he almost always speci- 
fies Kodak x-ray materials . . . each product made 

to work with the other, each prepared to pro- 


duce superior results. A 


EASTMAN KODAK COMPANY MEDICAL DIVISION, ROCHESTER 4, N. Y. ) Ko 


Process in 
Kodak Chemicals 


(LIQUID OR POWDER) 


Order from your x-ray dealer 


TRADE-MARK 
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PENICILLEMIA U./CC. 


EIGHT HOURLY DOSAGE SCHEDUL 


Oral Potassium Penicillin G Plus ‘Benemid’ VS. Intramuscular 
Procaine Penicillin. (AVERAGES OF SIX PATIENTS) 


HOURS 


16 20 24 


Oral administration of REMANDEN at eight-hour intervals maintains over-all plasma penicillin levels during a 24-hour period 


REMANDEN combines penicillin G with probenecid. 
In a recent clinical report! the recommended daily 
dose of REMANDEN has been shown to give the same 
peak levels and the same duration of therapy as that 
provided by the usual dose of procaine penicillin 
(300,000 units) given intramuscularly. 


SAVES TIME FOR THE PHYSICIAN 


Because REMANDEN maintains plasma levels of peni- 
cillin comparable to those of intramuscular penicillin, 
this new preparation is an important time-saver for 
the physician. 


In both private and hospital practice, oral REMANDEN may be relied upon 
to save countless hours by supplementing intramuscular therapy in the 
more commonly occurring systemic infections. 


New Oral Repository Penicillin’... 


Remanden 


PENICILLIN WITH PROBENECID (Benemid®) 


(black line) equal to those obtained with 300,000 units of intramuscular procaine penicillin (white line). 


Comparable to Intramuscular Therapy’ 


SIX ADVANTAGES OF REMANDEN 


1. REMANDEN gives higher and more prolonged peni- 
cillemia* than an equal dose of other currently 
available oral penicillin preparations. 


2. REMANDEN provides comparable plasma levels 
peak-wise and duration-wise—to procaine penicillin 
intramuscularly. 


3. REMANDEN supplements and augments initial in- 
tramuscular penicillin therapy. 


4. REMANDEN permits wider latitude in spacing of 
oral doses, facilitating administration dissociated 
from meals to obtain optimal absorption. 


5. REMANDEN is adequate for the majority of infec- 
tions due to penicillin-susceptible organisms. 


6. REMANDEN allows freedom from injection without 
sacrificing therapeutic efficacy. 


Formula: Each REMANDEN Tablet contains 100,000 
units of penicillin and 0.25 Gm. of BENEMID. 


REMANDEN is supplied in vials of 12 (slotted) tablets. 
Sharp & Dohme, Philadelphia 1, Pa. 
*Synonym for plasma concentrations of penicillin. 


1. Boger, W.P., Crosley, A.P., Jr., Carfagno, S. and Bayne, G.M.: 
Antibiotics and Chemotherapy, 2:555, November, 1952. 
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you don’t experiment in 


More than 10 years of research, plus 


experience of practice in thousands of 


cases, are combined to bring your hyper- 


tensive patients the best therapeutic 


benefits of Veratrum viride when you 


prescribe Veratrite®. 


These benefits are (1) prolonged fall in 
both systolic and diastolic blood 


pressure without postural hypo- 


tension; (2) improved circulation 


to vital organs; (3) effective con- 


trol of patients through years of 


sustained therapy; (4) complete 


safety with simplicity and economy 


of administration. 


Each tabule contains: 
Whole-powdered Veratrum Viride 

(Irwin-Neisler). . . 40 C.S.R.* Units 
Sodium Nitrite............ 1 grain 
Phenobarbital........... Ys grain 
* Carotid Sinus Reflex 


Veratrite 


IRWIN, NEISLER & COMPANY ¢ DECATUR, ILLINOIS 
Research lo Sewe Your Practice 


GP March, 1953 


— 
\ 
; 
ag 
when Y° 
§ S 
= 
ats 
| 


rehabilitates the disabled patient 


in ARTHRITIS and allied disorders 


Through the use of BUTAZOLIDIN, many patients formerly 
bedridden, are now able to resume an active and useful life. 


A totally new, synthetic compound, BuTazo.ipINn (brand 

of phenylbutazone) is not related to the steroid hormones and its 
therapeutic effects are not dependent upon alteration of 
hormonal balance. 


Clinically, BuTAZOLIDIN affords relief of pain, ranging from mild to 
complete, in approximately 75 per cent of cases. In the majority 

of instances, BUTAZOLIDIN also produces increased ease and range 
of motion through diminution of swelling and spasticity. 


Characteristically effective in almost all forms of arthritis 

as well as in other painful musculoskeletal disorders, BuTAZOLIDIN 
affords the convenience of oral administration and the economy 

of relatively low cost. 


Rheumatoid Arthritis!6 Capsulitis? 
Osteoarthritis!:3.5 Calcific Tendinitis* 
Ankylosing Spondylitis!.3-5 Reflex dystrophy? 
Gout!.4.5 Menopausal arthralgia*® 
Psoriatic Arthritis!.3.5 Lumbosacral strain? 
Peritendinitis of the Shoulder!.2.3.5 Malum coxae senilis® 
Mixed Arthritis! Still’s disease’ 
Bursitis? 

Bibliography: 


1. Kuzell, W. C., and others: J.A.M.A. 149 :729, 1952. 

2. Smith, C. H., and Kunz, H. G.: J. M. Soc. New Jersey 49 :306, 1952. 
3. Steinbrocker, O., and others: J.A.M.A. 150 :1087, 1952. 

4. Stephens, C. A. L., Jr., and others: J.A.M.A. 150 :1084, 1952. 

5. Kuzell, W. C., and Schaffarzick, R. W.: California Med. 77 :319, 1952. 
6. Currie, J. P.: Lancet 2:15, 1952. 


220 Church Street, New York 13, N. Y. 


GEIGY PHARMACEUTICALS Bi Division of Geigy Company, Inc. 


In Canada: Geigy (Canada) Limited, Montreal 
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BuTAZOLIDIN has been reported to 
produce favorable results in all of 
the listed indications. 


Treatment of the more transient con- 
ditions may be discontinued a few 
days after symptoms have been com- 
pletely relieved. In the more chronic 
disorders BUTAZOLIDIN is usually 
continued indefinitely at the mini- 
mal effective dosage level required 
to avoid relapse. Frequently, the 
initial dosage of 600-800 mg. daily 
may be reduced to 400 mg. daily, 
or even less, without loss of effect. 


In order to secure optimal results 
with minimal risk of side reactions 
physicians are urged to send for the 
brochure, “Essential Clinical Data 
on BUTAZOLIDIN,” and other inform- 
ative literature. 


(brand of phenylbu- 
tazone) is available as coated tab- 
lets of 200 mg. and 100 mg. 
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side effects patients 


“eat less 
and 
like it” 


“A combination of monobasic amphetamine 
phosphate containing a ratio of 1:3 of levo 

to dextro amphetamine (as found in Biphetacel) is 
more effective in curbing appetite and causing 
weight loss than the same amount of amphetamine 
contained in the racemic form where the 

ratio is 1:1 |/d. There is a relative freedom from 
side reactions in the patients with the 

1:3 I/d combination . . .” 


Freed, S. C. and Mizel, M.—Annals of pee tablet 
Internal Medicine, Vol. 36, No. 6, June 1952. ie before or 
LY without 
food revulsion, nausea, nervousness. 


FELING Phosphate Monobasic 5 
by decreasing gastric motility and Metropine® (methyl atropine 


emptying time of stomach. Strasenburgh), 1 mg.; Sodium 
ATION by  Carboxymethylcellulose, 200 
supplying oni distributed, non- 

nutritive, clump” bulk. 
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STRASENBURGH CO. 
ROCHESTER 14, N. Y., U.S.A. 


The Finished Product—wvs— The Raw Material 


In Gallbladder Therapy 


For therapeutic efficiency in gallbladder 
management, your prescription for Nubilic 
tablets is assurance of beneficial hydro- 


Each tablet contains: choleresis, since Nubilic contains 

PURE pure dehydrocholic acid... 

DEHYDROCHOLIC the ultimate product in bile processing. 

ACID The therapeutic value of the other 
oxidized bile acids is not clearly known, 

0.25 Gm. (334 gr.) but it is known that pure dehydrocholic 
acid is definitely hydrocholeretic, possessing 

. the ability to stimulate secretion of bile 


which is low in solids. There is no mixture 
of bile salts, bile acids or cholic acid 


BELLADONNA in the Nubilic formula, only the finished 

8 mg. (% gr.) product — pure dehydrocholic acid. Note 
that each tablet contains full dosage — 

334 gr. (0.25 gm.) of dehydrocholie acid. 


PHENOBARBITAL For comprehensive action, Nubilie contains 
8 mg. (14 gr.) belladonna and phenobarbital... 


to reduce biliary spasm, relax the sphincter 
of Oddi and thereby encourage free flow 
of bile into the duodenum. 


Bottles of 25, 50 and 100 tablets. 


NUBILIC 


NUMOTIZINE, Inc. 


CHICAGO 10, ILLINOIS 
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Why buy x-ray apparatus? 


You can save money by renting 


under GE MAXISERVICE! 


And MAXISERVICE also means 


1, NO INITIAL INVESTMENT 


Now you can get the GE diagnostic or therapy x-ray unit you want without 
initially investing one cent. There’s no need to wait until you can accumu- 
late the down payment . . . no need to tie up your capital in equipment. 


2, NO SERVICING HEADACHES 


MAXISERVICE includes GE’s periodic inspection and adjustment service. 
Our factory-trained experts will keep your equipment in tip-top opera- 
ting condition at no cost to you. You can minimize costly shutdowns. 


3, NO TUBE OR PARTS REPLACEMENT COSTS 


Your single monthly payment also covers replacement of worn-out tube and 
parts costs. And General Electric pays the bill on local taxes and insurance 
under the MAXISERVICE rental plan. There are no hidden costs, 


4, NO OBSOLESCENCE RISKS 


With MAXISERVICE, you never have an investment in obsolete equip- 
ment. When your apparatus is outmoded by new developments, GE will 
replace it with the new design — you never suffer obsolescence loss! 
You get all these MAXISERVICE advantages at a cost that’s actually less 
than if you bought the x-ray apparatus outright! Ask your GE x-ray repre- 
os sentative to show you comparative figures, or write X-Ray Department, 
F 


ty General Electric Company, Milwaukee 1, Wisconsin, for Pub. F-3. 
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...all the patients who represent the 44 uses for short-acting 
NEMBUTAL 


EVER WONDER WHY one drug should survive 23 years of clinical experience 
(when a lifetime for many is only about five)? Why it should account for 
aaa 598 published reports? Or more than 44 clinical uses? 
Short-acting Nemputa (Pentobarbital, Abbott) is the drug. 
The reasons why? 
1. Short-acting NEMBUTAL can produce any desired degree of 
cerebral depression—from mild sedation to deep hypnosis. 
2. The dosage required is small—only about half 
that of many other barbiturates. 
3. There’s less drug to be inactivated, shorter duration 
of effect, wide margin of safety and usually no 
morning-after hangover. 
4. In equal oral doses, no other barbiturate combines quicker, 
briefer, more profound effect. 
How many of short-acting NemButat’s 44 uses have you tried? You'll 
find details on all in the booklet, ‘44 Clinical Uses for 
1-125 NemButat.” Write Abbott Laboratories, North Chicago, Illinois. 


rd For Brief and Profound Hypnosis 
try the 0.1-Gm. (1Y-gr.) 
NEMBUTAL 

Sodium capsule 
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Dual Antibiotic Potency 


¢W for nose and throat infections...with 


—wide spectrum bacitracin-neomycin compound— 


Du-biotic is an ideal topical antibiotic combination—one 
which offers a new high in clinical potency and safety. 
Combines “the best of the newer local antibiotics”! for 
utmost effectiveness. Bactericidal against gram negative and 
positive organisms of the nose and throat—including many 
resistant types. 


Features the a safe, topical antibiotic with 
synergistic potency” of | ‘unusually wide antibacterial 


range”’*, Exceptionally active in 


N EO MYC i N _|_ pyogenic infections of the acces- 
sible mucous membranes. 

successfully used for bacterial 

~~ infections of the nose and throat. 


Unlike penicillin and tyrothricin, 


is not inactivated by gram- 
negative organisms. 


White Laboratories, Inc., | Kenilworth, N. J. 


1. Forbes, M. A. Jr.: Southern Med. J. 
45:234, 1952. 2. Jawetz, E. and Gunnison, 
$ A. M. A, 150:693, 1952. 3. Livin- 


References: J. 
good,.C S. et al.: J. A. M. A. 148:334, 1952. 


2 CONVENIENT| TOPICAR FORMS 


Du-biotic Intranasal 

—contains the widely-prescribed vaso- b 
constrictor, phenylephrine, plus Neo- ~ subacute and chronic 
mycin and Bacitracin. Decongestive sal Pac sinusitis; bacterial 
effect assures full antibiotic efficiency. tee nasal infections 


Du-biotic Troches 
—delicious-tasting Neomycin-Baci- ‘ tonsillitis; 
tracin troches include the dependable pharyngitis; 
local analgesic, Propesin. superficial mouth 

: infections 
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when the 
Tempter’s Guile 


makes her diet 


A 
TRIAL 


Smaller Dosage 
Quicker Action 

Longer Effect 
Minimal Side Effects 


PRESCRIBE 


DESO 


JAN BALET 


B.. ENOUGH that you have to fight her normal craving for forbidden foods, 
even worse when the loss of a few pounds beguiles her into those “‘just this once” 
rationalizations. Help her work with, not against, the diet: prescribe DesoxyN 
Hydrochloride to improve her attitude and decrease her appetite. 

One 2.5-mg. or 5-mg. tablet before breakfast and another about an hour before 
lunch usually suffice. That’s because DEsoxyn is more potent than other 
sympathomimetic amines and smaller dosages produce the desired central effect— 
with a minimum of side effects. DEsoxyN also has quicker action and longer effect. 
Use Desoxyn in obesity—in depression accompanying illness— 

and other conditions where a central stimulant is indicated. Obbott 


XYN H ydrochloride 


(METHAMPHETAMINE HYDROCHLORIDE, ABBOTT 


iss 
@ 
@ 
| 
\ 
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They'd 


Cheering 
Section 


... all the patients who 
represent the 44 uses 


for short-acting 


Every DAY, everywhere prescriptions are written, 
more and more physicians recognize these four facts: 


| Short-acting NemButat (Pentobarbital, Abbott) can 
produce any desired degree of cerebral depression—from 
mild sedation to deep hypnosis. 


2 The dosage required is small—only about half that of many 
other barbiturates. 
: }  There’s less drug to be inactivated, shorter duration of effect, 
wide margin of safety and usually no morning-after hangover. 
| In equal oral doses, no other barbiturate combines quicker, briefer, 
more profound effect. 


Perhaps that’s why—after 23 years of constant experience, 598 published 
reports and more than 44 clinical uses—short-acting NEMBUTAL 1 Be ' 


continues to rank as a preferred agent in barbiturate therapy. 


For Brief and Profound Hypnosis try the 0.1-Gm. (1Y2-gr.) NEMBUTAL Sodium Capsule. 


SEDATIVE and Vomiting Associated Anticonvulsant OBSTETRICAL PEDIATRIC 
: Cardiovascular unctional or organic Spasm of biliary tract With Infections Troumati Nausea and Vomiting Sedation for: 
Hypertension disease (acute gastro- Spasm of co! essn 
Coronary disease intestinal and Peptic ulcer eos and trrite- Totones Eclampsia Special exominations 
: Angina emotional) Colitis bility With Pain Strychnine Amnesia Blood transfusions 
: . Decompensation X-ray sickness Biliary dyskinesia Central Nervous System Eclampsia Administration of 
of Nembutal's vascular Hm Parclyiis agitons SURGICAL fluids 
i n ergic Disorders esthesia inor surge: 
Chorea gery 
‘Clinical Uses Endocrine Disturbances Gastrointestinal Irritability Hysteria Preoperative Sedation 
Hyperthyroidism Disorders To combot stimulction of Delirium tremens HYPNOTI Basal Anesthesia 


Menopause Cardiospasm ephedrine alone, etc. Mania Induction of Sleep Postoperative Sedation Preoperative Sedation 


ig 
4 
» 
/ 
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HANOVIA'S NEW 


INFRARED HEAT LAMP 


Hanovia assures quality construction and 
dependable performance. Check these 
outstanding, distinctive features: 


Helps relieve sprains, strains, acute bursitis 
and sinusitis; stimulates circulation and is gener- 
ally helpful where heat is indicated. 


Your request will promptly @ Terraced Aluminum Hood 
bring full information. e tome distribytion cf heat 
; © Hot Spots 
Write Dept. GP-3-53 @ Adjustable to many position 
@ Sturdily constructed 


@ 550 Watt El t 
ens Cat. No. 5402 


Zymenol Safe, Easy Laxation 


with Brewers Yeast for Your Patients... from 


TABLETS and GRANULES @ Non-habit forming a 

. . sodium carboxymethylcellulose @ Vitamin-B Complex from — 
containing debittered brewer's healthful brewers yeast 
dried yeast fortified with Vitamin @ Mild, gentle... yet effective 
B-1 @ No irritants or flushing agents 
@ Break your patients’ laxative 

@ Sugarfree” 


EFFECTIVE 
BOWEL 
MANAGEMENT 


CLIP AND MAIL THIS COUPON 


OTIS E. GLIDDEN & CO., INC. PLEASE jC) Zymenol EMULSION 
WAUKESHA 20, WISCONSIN SEND ( Zymelose TABLETS 
SAMPLES [] Zymelose GRANULES 
DR. 
ADDRESS 
CITY 
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Is your examination always complete 


without an electrocardiogram? 


ofits continuing rapid development, electro- 

cardiography now ranks high in value asa method 
of cardiovascular examination. It is today opening 
new avenues to a more complete knowledge of the 
patient’s heart condition, and in more and more cases 
is becoming an important part of routine procedure 
in cardiac investigation. 


This prompts many doctors to ask themselves if 
their diagnostic picture is always complete without 
an electrocardiogram. 


Whether or not you, Doctor, should have an electro- 

cardiograph of your own can only be decided by you. 

The Sanborn Viso-Cardiette We here at Sanborn Company merely offer you the 

Direct Writing benefit of our almost thirty years of ECG design 
Electrocardiograph and manufacture. 


We are proud of our VISO-CARDIETTE, which 
is the result of this long experience and knowledge. 
We feel sure that those who own Visos will tell you 
they are dependably accurate, simple to operate, 
ruggedly constructed, well serviced, and worthwhile 
investments in better diagnosis. 


May we tell you more about the Viso? Descriptive 
literature will be sent gladly on receipt of your request. 


CAMBRIDGE 39, MASSACHUSETTS 
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The Dual Purpose Unit 
for 


DAY AND NIGHT 
PROTECTION 


in 
BRONCHIAL ASTHMA 


A single package, a single prescription, yet 
two dosage forms are the unique advantages 
of the DAINITE® Unit for around the clock 
protection of the asthmatic patient. Continu- 
ous therapy is thereby supplied based on the 
fundamental difference between the day and 
night requirement of bronchial asthma. Both 
Day and Nite tablets provide fully effective 
therapy against asthmatic attacks; a signifi- 
cant modification of the Nite tablet specifically 
protects sleep. Striking objective improve- 
ment in pulmonary function, together with 
good tolerance, has been reported with 
DAINITE.".2.3.4 

Supplied as the DAINITE UNIT containing 
48 Day Tablets and 18 Nite Tablets in a 
unique dispensing unit. Day and Nite tablets 
are also available separately, to simplify 
prescription and refill according to individual 
needs. 


References: (1) Segal, M. S.: Springfield, 
Charles C. Thomas, 1950, p. 83; (2) Barach, 
A. J.A.M.A. 147: 730-737, 1951; (3) 
Segal, M. S., et al.: Ann. Allergy 9: 782-793, 
1951; (4) Bickerman, H. G., and Beck, G.: 
Personal Communication. 


IRWIN, NEISLER & COMPANY « DEcaTuR, ILL. 


Each DAY tablet Each NITE tablet 
contains : contains: 


Aminophylline 
Y% gr........Ephedrine HCI 
Ethyl Aminobenzoate 
Aluminum Hydroxide 
Give t.i.d.a.c. Give at 10 P.M. 
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Specific in Diagnosis. “The symptomatic response of 
acute gouty arthritis to the use of colchicine is both 
dramatic and diagnostic.”? 


Specific in Therapy. “The mainstay of treatment of 
acute gouty arthritis is still colchicine . . . 

“Salicylates cause a maximum increase in the excretion 
of uric acid and give a satisfactory analgesic effect.’’* 


Specific in Prophylaxis. ‘Colchicine has a pre-eminent 
place also in the prophylaxis of acute gout . . .”? 


Salicylates are advocated for routine use with colchi- 
cine between attacks of acute gouty arthritis.* 


when the 
findings 
suggest 


GOUTY 
ARTHRITIS 


prescribe... 


Each neocyLate* with coucnicine Entab* contains: 

Sodium Salicylate.......... 0.25 Gm. (4 gr.) 
Para-Aminobenzoic Acid ..... 0.25 Gm. (4 gr.) 
Ascorbic Acid 20.00 mg. (1/3 gr.) 
0.25 mg. (1/250 gr.) 


Supplied: Bottles of 200,500, and 1000 yellow, capsule- 
shaped tablets (enteric coated). 


Also available: NEOCYLATE Entabs and Syrup 
NEOCYLATE (without colchicine). 


1. Thorn, G. W., and Kendall, E., Jr.: in Harrison, T. R., editor: 
Principles of Internal Medicine, Philadelphia, The Blakiston 
Company, 1950, p. 697. 2. Gutman, A. B., et al.: Am. J. Med. 
9:799, 1950. 3. Myers, W. K.: Am. Practitioner 3:158, 1948. 4. 
Talbott, J. H.: GP 5:38, 1952. 

*Trademark of The Central Pharmacal Co. 


(om CENTRAL PHARMACAL CO., SEYMOUR * INDIANA Products Born of Continuous Research 
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Another Sonotone First 


the latest electronic miracle .. . 


ACTUAL SIZE! 


This tiny transistor pro- 
vides up to twice the power. 


Here is the electronic marvel that startled 
the scientific world—that the government 
has already put to secret use—that seems 
destined to perfect such modern wonders as 
wrist radios and mechanical brains—now 


SONOTONE 
CORPORATION 


ELMSFORD, N.Y. 


Is here at last to bring your patients 
better hearing at less operating cost 


made available to the public for the first 
time by SONOTONE. 


Yes, here in the first hearing aid of its kind, 
SONOTONE uses the tiny germanium tran. 
sistor—actually weighs less than a couple of 
Bufferin® tablets—to offer all hard of hear- 
ing people the benefits of this revolutionary 
discovery. It packs up to twice the power 
into the smallest SonoTone in history—into 
the thinnest hearing aid that we have ever 
seen. Operating costs are reduced more than 
50%. Fill out this coupon to receive com- 
plete information. 


SONOTONE CORP. 
Dept. G-33 
Elmsford, New York 


Please send me full information on the new 
Sonotone Trinsistor HEARING AID. 


su 
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Ever since 1913, thousands of doc- 
tors have contributed helpful sug- 
gestions for the improvement of. 
the WI-RE-CO System. As a conse- 
quence, today’s system is tailor- 
made . . . designed specifically to 
simplify and improve the effi- 
ciency of your office. 

The WI-RE-CO System makes 
available concise histories of each 
patient, a complete record of his 
account with you and a day-to- 
day record of all your business 
transactions. 


The Complete Record System — 
Exclusively For Doctors’ Offices 


NA 
> 


AVOID THIS 


A poor or inadequate filing sys- 
tem means disorganization, irri 
tation, possible loss of money. 


ENJOY THIS” 


The WI-RE-CO System means a 
well-run office with happy “help” 
and pleased patients. 


“RECORDS FOR DOCTORS SINCE 1913” 


Witmer Record Company 
110 West 19th Street 
Kansas City 8, Missouri 


Yes... please send me the brochure contain- 
ing additional information on the WI-RE-CO 
System: 


State. 


the 
leader 
in 
research 


mattern 


creator of push-button controls 
now brings you an important 
advance in X-Ray Technology: 


7] 7] 
DUOTECH' contro 
UNIT* 
with the “DUOTECH” you get 
consistently better results with 
MODERATELY PRICED equipment, 
formerly obtainable only 
with the most expensive! 


send today for free booklet | 


*DUOTECH’ Milliampere 
Second (MaS) Integrator gives a 
revolutionary concept of accuracy 
in quality control 
with the fastest possible time of 
exposure. You get radiographs 
of consistent density regardless 
of power line conditions or other 
factors . .. and the shorter ex- 
posure time gives sharper detail. 


*The ‘DUOTECI’ Simplified 
Technique reduces the usual 3 
operational steps to 2. The Tech- 
nician makes only 2 selections: 
MaS and PKV. It’s easier 

and faster, while giving complete 
protection to the X-ray tube. 


F. MATTERN MFG. CO. 


F. Mattern Mfg. Co. 


Please send bookle 
| 4635-59 No. Cicero Ave. about free be 
0) Have your dealer call for 
| appointment 


| Add. 


City. 
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Index to Advertisers 


Abbott Laboratories 

.. . opposite 152, 4, 126, 153, 169, 191 
American Felsol Co 
Amer Ga, int... 
Armour Laboratories 12, 138, 165 
Ayerst, McKenna & Harrison, Ltd. 


Blakiston Co., The. 

Borden Co., The 

Burroughs Wellcome & Co. 

Camp, S. H., & Co.. 

Carnation Co 

Central Pharmacal Co.. 

Church & Dwight Co., hee. 

Ciba Pharmaceutical 


Columbus Pharmacal Co... . 
Depuy Mfg. Co 

Eastman Kodak Co... . . 

Eaton Laboratories, Inc... .. . 
Endo Products, Inc... . . 

Fellows Medical Mfg. Co. 
Fougera, E., & Co... 

Freeman Mfg. Co.. . 

Geigy Co., Inc 

General Electric X-Ray Corp..... 


ERYTHROMYCIN, SELLY) 


Gerber Products Co... .. 

Glidden, Otis E., & Co 

Hanovia Chemical & Mfg. Co... .23, 193 
Hoffmann-La Roche, Inc... . opposite 144 
Holland Rantos Co., Inc.......... .145 
Irwin, Neisler & Co... 20, 132, 185, 195 


Lakeside Laboratories, Inc... 
Lederle Laboratories 
Liebel-Flarsheim Co., The 
Lilly, Eli, & Co... ..5, 25, 28, 139, 199 
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Massengill, S. E., Co... . . 
Mattern, F., Mfg. Co.. . 
Mead Johnson & Co... . 
Merck & Co., Inc....... 
Merrell, Wm. S., Co. 
opposite 176, 2nd cover 
Mosby, C. V.. Co 
National Dairy Council 
National Drug Co 


Numotizine, Inc 


3rd cover 
opposite 160 


..4th cover 
.. 164 


Parke, Davis & Co.......... 
Pfizer, Chas., & Co... 
Raytheon Mfg. Co 
Reed & Carnrick 


. 24, 157-158-159 


Saranac Lake Medical Pacilisies. 
Schenley Laboratories, Inc... . 178- 179 
Gems. 
Searle, G. D., & Co... .. 
Sharp & Dohme, Inc... . . 130-131, 184 
Smith, Kline & French Laboratories 

. .8, 14-15, 114-115, 142, 170-171 
Sonotone Corp 
Squibb, E. R., & Sons. . . 
Strasenburgh, R. J. Co..... 
Stuart Co., The 
Upjohn Co., The 
Varick Pharmacal Co., Inc 
Warner, Wm. R., & Co., Inc.. 
Warren-Teed Products Co., The. . . 
White Laboratories, Inc 
Winthrop-Stearns, Inc 
Witmer Record Co... . . 
Wocher, Max, & Son Co........... 
Wyeth, Inc .. 16, 113, 167 


the first thought 
staphylococcus: 


infections . . 


in 100-mg. 


specially coated 
tablets 
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diathermy is indicated 


RAYTHEON Radar Mécrotherm offers you the mod- 
ern microwave method of precision heat applica- 
tion. 


MICROTHERM operates at 2450 megacycles, as con- 
trasted with the highest television range of 920 
megacycles, hence TV interference is avoided. 


MICROTHERM provides penetrating energy for 
deep heating — dosage may be accurately timed. 


MICROTHERM is safe as well as quick, easy to ap- 
ply as well as clinically efficient. 


Ask your dealer for a demonstration or let us mail 
you the latest clinical reports on Radar Microwave 
Diathermy. 


APPROVED BY THE F.C. C. 
CERTIFICATE NO. D-477 
UNDERWRITERS LABORATORY 


TAKE THE TIME to investigate the dia- 
thermy equipment used in leading 
clinics, hospitals and doctors’ offices — 
over twelve thousand Microtherms now in 
use. 


® 
Excellence in Elochonics 


RAYTHEON MANUFACTURING COMPANY 
Power Tube Division . Waltham 54, Mass. 
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oral diuretic without equal 


“,.. superior...in promoting sodium and water excretion.”! 

« .. three-fourths the diuretic action of the standard 
[meralluride by injection]...”? 

«..a valuable substance to replace parenteral diuretics 
in patients who require continuous 
diuretic medication.” 


NEOHYDRIN 


THE DIURETIC TABLETS THAT WORK 


o 


LIKE AN INJECTION 


1. Moyer, J. H., and Handley, C. A.: Federation Proc. 11:378, 1952. 


2. Greiner, T.; Gold, H.; Warshaw, L.; Palumbo, F.; Weaver, J.; Mathes, S., 
and Marsh, R.: Federation Proc. 11: 352, 1952. 


3. Goldman, B. R., and Steigmann, F.: J. Lab. & Clin. Med. 40:803, 1952. 


how to use this new drug 


Maintenance of the edema-free state has been accomplished with 
as little as one or two NEOHYDRIN Tablets a day. Often this dos- 
age of NEOHYDRIN will obtain per week an effect comparable to a 
weekly injection of MERCUHYDRIN.® When more intensive ther- 
apy is required one or two tablets three times daily may be 

prescribed as determined by the physician. 
Gradual attainment of intensive therapy is recommended to 
preclude gastrointestinal upset which may occur in occa- 
sional patients with immediate high dosage. In rare 
instances a sensitivity to NEOHYDRIN may arise. Though 
sustained, the onset of NEOHYDRIN diuresis is gradual. 
Injections of MERCUHYDRIN will be initially necessary 

in acute severe decompensation. 


Contraindicated in acute nephritis and nephrosclerosis. 


4 Any patient receiving a diuretic should ingest daily 
sie a a glass of orange juice or other supplementary 
» source of potassium. Any patient receiving a 

diuretic should be watched for signs of deple- 
tion in sodium and chlorides especially 
in hot weather. Such depletion may 
first manifest itself as a refractivity 
to the diuretic and can be corrected 
by ingestion of sodium chloride. 


packaging 

t — Bottles of 50 tablets. 
i There are 18.3 mg. of 
3-chloromercuri-2- 
methoxy-propyl- 
urea in each tablet. 
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CAPSULES 


MEJALIN 


For more complete effectiveness in vitamin 
B complex supplementation, Mejalin supplies 
all cleven of the identified B vitamins in well bal- 
anced amounts. Liver is added for its contribu- 
tion of other B vitamins. Iron is included since 
B complex-deficient diets are often iron- 
deficient also. 

This broad spectrum supplement is useful 
in such conditions as childhood anorexia, 
stress periods, e.g., adolescence and pregnan- 
cy, prolonged antibiotic therapy, restricted 
diets, convalescence and liver disease, and in 
many other instances where vitamin B complex 
deficiency is present or may develop. 


MEJALIN 


the 
BROAD 


vitamin B 


complex 
supplem ent 


Mejalin is supplied in two exceptionally 
pleasant dosage forms: Liquid— infants 
and children like the appetizing candy- 
like flavor; Capsules—usually preferred 
by adolescents and adults. 


Each teaspoon (5 cc.) of Mejalin Liquid 
and each Mejalin Capsule supplies: 


Thiamine hydrochioride........... 1 mg. 
1 mg. 
Pyridoxine hydrochloride. . 0.2 mg 
Vitamin Bia(crystalline)....... 0.33 mcg. 
0.2 mg. 
Para-aminobenzoic acid......... 0.5 mg. 


*Mejalin Liquid contains panthenol and soluble liver 
fraction N.F.; Mejalin Capsules contain calcium 
pantothenate and desiccated liver N.F The 7.5 mg. 
of elemental iron is provided by ferrous sulfate. 


MEAD JOHNSON & COMPANY 
Evansville 21, Ind., U.S.A, 
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